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PRESCRIBE 


VIBITON 


B. C. P. W. BRAND 
POTENT AND PALATABLE 


VITAMIN B-COMPLEX 


useful in 
Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


YOUR PATIENT IS IN NEED OF 
fa Vitamin B-Complex in a practical form 


Vibiton Contains per Fluid Ounce : 
Vitamin B, (Thiamine Hydrochloride) 16.0 mg., Vitamin B, (Riboflavin) 4.0 mg., Vitamin 6, 
(Pyridoxine) 2.0 mg., Vitamin B,, 10.0 mcg., Cal. Pantothenate 12.0 mg., Choline Chloride 
60.0 mg., Methionine 250.0 mg., Nicotinamide 50.0 mg., Sodi Glycerophos, 400.0 mg., Liver 
Extract (in terms of fresh liver) 80.0 gm. Malt Extract qs. Absolute Aicohol 159, os 
Extra Quantities of Vitamin B,, B,, 8,, Nicotinamide and Cal. Pantothenate are added 
compensate loss due to storage. 


Available in 4 oz. phial and 1 lb. bottle 
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B-COMPLEX 


each cc. contains: 


Vitamin By iamine Hydrochloride) 25 mg. 
Vi mg- 
) 50 10 C.C. RUBBER CAPPED BOTTLES. 
4 mg. 
25 m 


Pantheno! (d-pantotheny! 
Choline Dihydrogen Citrate 
Benzyl alcoho! as preservative 


B.1I.ELIXIR 
B-COMPLEX 


each fluid ounce contains> 


Vitamin B; (Thiamine mononitrate) 25 mg. 

Vitamin B2 mg. 

Vitamin Bg ridoxin Hydrochloride) 8 mg. 

4 02., 6 OZ. & 16 OZ. BOTTLES 4 80 mg. 

Panthenol (d-pantotheny! alcohol) 20 mg. 

Choline Dihydrogen Citrate 500 mg. 

Vitamin Biz (cyanocobalamin) 12 meg. 
Alcohol by volume in a syrup base 8% 


BENGAL IMMUNITY CO., LTD. 
153, Dheramialla Street, Calcutta-13 


Proteolysed Whole Liver Extract 
fortified with 
Vitamin B complex including 
Folic Acid & By, Vit. C & Iron... 


Each tablet represents : 


Proteolysed liver powder 250 mg. 
( Equivalent to 2 gm. fresh liver px 


Stomach powder 10 mg. 
Vitamin By 25 mg. 
Vitamin B2 1 mg. 
Niacinamide 10 mg. 
Vitamin Be OS mg 
Panthenol mg. 
Folic Acid 1 mg. 
Vitamin Bi2 meg. 
Cc 20 mg. 

rrous Sulphate ( Exsiccated 
BENGAL IMMUNITY Co. LTD. Cobalt Nicrate 


CALCUTTA-13 ; In Packs of 50, 100 & S00 
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new. ee 
far greater antibiotic activity 


A MASTERPIECE Milligram for Miliigram, LEDERMYCIN exhibits 2 to 4 times 
the activity of tetracycline against susceptible organisms, 
OF Provides significantly higher serum activity level ... 


Sith far less antibiotic intake 


ANTIBIOTIC 
Demon he high jo of prolonged activity level to dail 
DESIGN miligam intake, Redvoss likelibood of adverse effect on intestinal 
mucosa or interaction with contents. 


unrelenting peak antimicrobial attack 

~ High activity level is uniquely constant. Eliminates peak-and-valley 
fluctuation, favoring continuous suppression. Achieved through 
remarkable stability, resistance to degradation and slow excretion. 


activity for protection against relapse 
Maintains activity for one to two days after discontinuance. 


Features unusual security against resurgence of primary infection 
or secondary bacterial invasion-two factors often resembling a “resistance problem.” 


ENHANCING THE TRADITIONAL ADVANTAGES OF TETRACYCLINE 
* Supplied: 150 mg. capsules, bottles of 4's 
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ANXIETY? 
TENSION? 


composure restored... 


TABLETS 


SK 


SMITH KLINE & FRENCH (INDIA) LTD, 
( Incorporated in India with limited liability ) 


141 Fort Street, Bombay |! 

Distributed by Pharmed Private Ltd. 

Bombay — Delhi — Calcutta — Madras 
*Orinamy!' is a trade mark 
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P. A. S. has been proved to be of immense therapeutic value in the 
Tuberculosis as a compulsory adjuvant to Streptomycin. 


PAMICYL 


is our Brand of P.A.S. available as Sodium and Calcium salts and also as 


PAMIZID 


with Isonicotinic acid Hydrazide and Vitamins and lately as 


ANAZID 


| Isoniazide salt of P. A. S. acid chemically combined. 
Effective even in resistant cases in doses of 600 mgm. per day. 


Details from:— 


G. D. A. CHEMICALS LTD., 


MANUFACTURERS OF PARA-AMINO SALICYLIC ACID (P. A. S.) 
IN INDIA 


CALCUTTA-28. 
Phone: 46-2868. 


36, PANDITIA ROAD, 
Grams: ‘SULFACYL’* 
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Long use extending over 
two decades has established 


Bromo-Raulfin as the 


most dependable tranquiliser 


and antihypertensive agent. 
It has none of the drawbacks 
of single alkaloid preparations. 
Its administration quietens 
down anxious, tense and 
hyperactive patients, gives 
them a sense of well being and 
makes them more amenable 


to psychotherapy. 


BROMO-RAULFIN 


IN BRITAIN All alkaloids & resin fraction 

Bromo-Raultin has been - 

prescription under British BEE CHEMISTS Manchester 


National Health Scheme. It 515, Cambridge Heath Road, E 2 
is available of all leading chemists (1932) LTD. & CO. (1988) LTS. 
of that country including — 1, Marble Arch W.1 7, Exchange Street 
JOHN R. CAMPBELL. R. R. JACKSON F. R. S. 
London 104, Kings Cross Street, W.C. 1 359 Claremont Road, ‘ 
BOOT - all branches SAVORY WORE LTD, 
TIMOTHY WHITE - all branches wen, ‘ Neweastio-e 
JOHN BELL & CROYDEN LTD. TIMMIS & RICHARDS LTD. pn Tyne 
Wigmore Street, W. 1 Chelsea S.W 1 


ete etc. SANGERS 
WAVELL & CO. LTD. 


182, Kings Road, S$. W.3 Bristol 


W. P. ELLISON LTD. 
363, Northborough Road. SW. 16 ANGERS LTD. EASTERN DRUG CO, LTD. 


CALCUTTA.27 
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remember 


* LEVOMYCETIN AROMATISED POWDER 
(Chloramphenicol Palmitate) 
.».a new form of oral 
CHLORAMPHENICOL THERAPY 
for the convenience of 


every doctor and every child 
Bottles of 20 G. with measure spoon 


* LEVOMYCETIN CAPSULES 


(Chloramphenicol B.P. 250 mg.) 
Bottles of 12’s and 100’s. 


* 
NEO-PHARMA PRIVATE LIMITED 
Kasturi Buildings, Churchgate Reclamation, BOMBAY-! 


LEVOMYCETIN 


Vol. 38, No. 


INTRODUCING 


‘OTAMIDYL’ 


ANTIBACTERIAL ANTIE 


FAR DROPS 


In the 
treatment of OTITIS 


The persistently discharging ear is a common problem and one which poses many iiniieaeens 
difficulties in effective treatment. In many cases of chronic ear infection, bacteria Dropper bottles of 15 mt. 
and fungi can be isolated and treatment should, therefore, be aimed at eliminating 

both types of infection. ‘Otamidyl’ contains dibromopropamidine isethionate 


0-15% w/v and diamidinodiphenylamine dihydrochloride 0-5% w/v in propylene 
glycol and is intended for topical application in the treatment of otitis externa and ® i 
of chronic suppurative otitis media. The antibacterial and antifungal properties of PE 


these compounds are retained in the presence of pus, blood, and tissue debris. MAY & BAKER LTD 
Further information is available on request. . 


(An bend Medical 


-234 


Distributed by: MAY & BAKER (INDIA) PRIVATE LTD* BOMBAY * CALCUTTA * GAUHATI» MADRAS * NEW DELHI 
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Opening new vistas 
in gastro-intestinal 
disorders 


> 


LURIZYME 


PLURIZYME, “the tablet within a tablet’’, combines gastric 
and intestinal enzymes in the same product. For the 

first time in India, Pepsin 1:10,000 is used together with 
Pancreatin Triple, Papain, cellulase and vitamins. 

It is indicated in disorders due to lack or 

deficiency of gastric or intestinal enzymes. 


it is available in vials of 25 tablets. 


For particulars please write to: 


FRANCO ¥ INDIAN 


PHARMACEUTICALS PRIVATE LTD. 
Bapnu Ghar, Hornby Vellard, Bombay 18. 
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THE “ANTISEPTIC” 


A Monthly Journal of Medicine and Surgery 


Founded by the late Dr. U. RAMA RAU in 1904 
Consulting Editor : U. KRISHNA RAU, Editor: U. VASUDEVA RAU, 


THE ‘ ANTISEPTIC * the oldest indepen- 
dent medical monthly has been in continu- 
ous & regular publication for over half a 
century. It is contributed to by hundreds 


of eminent medical men and women in 


India and abroad. 
THE ‘ANTISEPTIC’ is every month brim- 


ful with original articlos, cases and com- 
ments, editorials and gleanings etc. 
Nearly 1000 pages are issued every year, 
covering almost all branches of medical 
science, keeping abreast of progress. 


VOLUME: BEGINS EVERY JANUARY 


THE ‘ ANTISEPTIC ' has achieved inter- 
national reputation as an ta,date 
journal and fearless exponent of the legiti- 
mate aims and aspirations of the medical 
and allied professions. Its tone is bright, 
fearless and strictly impartial. 


THE ‘ANTISEPTIC’ is therefore being 
subscribed by nearly 12,000 medical men 
and women in India, Burma. Ceylon and 
Pakistan also in Africa, Arabia. China, 
Malaya, Italy, Tibet, U.8.A., U.8.8.R. 
Medical Colleges, Medical Associations, 
Tea Estates etc. are among the subscribers, 


PUBLISHED MONTHLY ON 6TH 


Annual Post Paid Subscription. inland: Rs. 7-50; Foreign—Rs. 10-00; 
Single Copy Re. 1-00 Payable in advance. 


Editorial & Publishing Office: 323-24, Thambu Chetty St., P.O. Box 166, Madras-! 


COMPOSITION: 
Components 1, Mi 
contains: 

Vitamin By 50 mg. 100 mg. 
Vitamin Bs 50 mg. 100 mg. 
Niacinamide , - 
Chlorpheniramine 

Maleate 4 mg. 6 mg. 
Meprobamate 


NOW WITH Chlorpheniramine Maleate and Meprobamate 


1 ml. Forte One Tablets 
contains: 


ORIENTAL PHARMACEUTICAL INDUSTRIES LTD. 
64-66, Tulsi Pipe Road, Mahim, BOMBAY 16. 


10 mg. 
10 mg. 
25 mg. 


4 mg. 
100 mg. 
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KNOLL A.-G. 
Ludwigshafen - on -Rhine, Germany 


Manufactured by 


BOEHRINGER-KNOLL PRIVATE LTD. 
United India Building, Sir Pherozeshah Mehta Road, Bombay ! 


Sole Distributors: RALLIS INDIA LIMITED, Pharmaceutical Division, P. 8, Ne. 229, Sembay 
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We SKYREX 


High Silica low expansion heat proof resistant 
glassware of best class for laboratory and industry 


Manufactured by 


SHAU Industries (Private)Ltd 


BK. PAUL AVENUE, CALCUTTA-S 


In case of malnutrition 


2 D 


supplies 
enerous amount of Vitamins & Minerals 
for Extra Vitality 
and 
resistance against diseases 


Pleasant & palatable 


STADMED| PRIVATE LIMITED 
CALCUTTA-26 


Available packings 8 fl. oz. & 16 fl. oz. 


and wasting diseases... . 
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% produces high theophylline blood levels, 
when given ORALLY 
*k provides a higher degree of effectiveness 
than aminophylline 
" increases vital breathing capacity 
eee given for indefinite periods with 
effectiveness 


LITERATURE 
ON APPLICATION 


Choledyl is available in tablets con- 
. taining 100 mg. or 200 mg.. choline 
theophyllinate B.P.C. and is supplied 
in bottles of 100 tablets. 


Manufactured in Indiaby ALLEN & HANBURYS LTD BOMBAY 
by England : Limited Liability ) 


PANY! New, RNER-LAMBERT PHARMACEUTIC 
Cota EW JERSEY, of the trade 
India 50,707; U 22,325; U.K. 
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Prescribed more often 

than any other suppository 
or ointment in the world, 
ANUSOL quickly 

relieves hemorrhoidal pain, 
soothes irritation and 
hastens healing. 

Contains no anesthetics or 
analgesics which mask 
more serious symptoms. 


Dosage: Anusol is to be 
used in the morning, at 
bedtime and following each 
evacuation. 


TF ADE MARK* 
Ointment - Tube of 28.35 gm. 
Suppositories - Box of 12. 


“trade mark “ANUSOL" owned by: 
WARNER LAMBERT PHARMACEUTICAL COMPANY, 4 NEW JERSEY, U.S. A. 


Burning feet syndrome ( Gepolan Nausea & 

eh Gravidarum. Vomiting thoea & 
Vomiting in Enteric fever follow ng adminis- 
tration of chloramphenicols, Premature rey-Hair, 


oN CA SE OF Agrany jis and Leucopenia resulting from Chemo- 
cherapy. Magra and excessive irradiation or allied 
causes, Nervous diseases viz. ge s disease, Multiple 


Neuritis, Peripheral Neurities, ete. 
Progressive muscular atrophy Adolescent 
Acme, and allied Conditions. Tropical 
Macrocytic Anaemia, Sprue, Macrocytic Anemia of 
Pregnancy. ond in many other diverse 
conditions as nutritional neuropathies. Neurities of 
chronic alcoholism, diabetes & liver diseases. 


(Plain) Each tablet represents : 
Pyridoxine Hydrochloride. 
mine Hydrochloride 


Each c. c. represents 
ridoxine Hydrochloride 
iamine Hydrochloride 

um Pantothenate 


Packings: (Plain) 
Box of 10 & SO amos. of | 
Borrles of 10, 20, #0 and 100 tablets. 


oduct of : PHOENIX DRUG HOUSE PRIVATE LTD. ic BonFicLOLANE CALCUTTA] | 
Sole Agents: M/s. Fairfield Syndicate (Agency) Private Limited., Calcutta-1 
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OINTMENT 


Represents a NEW and ORIGINAL approach to 
the percutaneous treatment of pains of 
traumatic and rheumatic origin 

TUBE OF 30 GMS. 

Mephenesin 10% 
FORMULA:- Methyl Nicotinate 

Capsicin 


Literature & Particulars from: 
FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 
Bapnu Ghar, Hornby Vellard, BOMBAY 18. } 
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For weak, rundown patients 


prescribe 
DEXTROSOL 


DEXTROSOL: The purest form of Anhydrous 
Glucose on the market, it conforms fully to B.P. 
and U.S.P. standards. ° 


GLUCOVITA: Fortified with Vitamin D. 


Protect your patients by prescribing DEXTROSOL Calcium Lactate 
and GLUCOVITA. Dicalcium Phosphate 


Asgandh 
Isharmul 
Brahmi 
Talispatra 


Riboflavin 
Niacinamide 
Ascorbic Acid 


J. & J. DeChane 
HYDERABAD-DN. 


Avoid substitutes! Composition : 100 gms. contains: 


Magnesium Phosphate 


Thiamine Hydrochloride 


with traces of Copper and Iron. 


/ 
| FOR... ; 

a\ 

& 
4 
conforming to 
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\ = BP. standards, 

| 
 @ Every 100 Ports AWW 
Wl > / WV 
AW cerophosphate .. 
Phosphate.......0.4 

5.71 gms. 
6,00 gms. 
oes 2 gms. 
"Agents for india: Parry & Co. Led. 38 mgms. 
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‘Furadantin 


‘urinary- 
tract 
infections 


broad spectrum e rapid action e safee no ‘resistance * problem e bactericidal 


‘FURADANTIN’ *, specific for urinary-tract infections, is effective against Gram- 
positive and Gram-negative organisms, including several strains such as Proteus 
and some Pseudomonas species which have become resistant to other agents. 


SMITH KLINE & FRENCH (INDIA) L 

(Incorporated in with liability) ~ 
141, Fort Street, Bombay 1. 7 
Distributed by 

PHARMED PRIVATE LIMITED 

Bombay - Delhi -Caicutta- Madras 


* ‘Furadantin' (trade mark) brand of nitrofurantoin 
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VINKOLA 


plain & with vitamins 


Standard Pharmaceutical Works Ltd. 


“trade mark “AGAROL"” 
owned by: 

WARNER LAMBERT 
PHARMACEUTICAL 
COMPANY, 


NEW JERSEY,U.S.A 


aro 


TRADE MaARK* 


emulsion 


Pleasant tasting 
AGAROL , the effective 
but gentle laxative, is 
suited to ail your 
patients who need relief 
from acute constipation. 
Elimination is 
comfortably achieved by 
mild, positive peristaltic 
action, without urgency, 
griping or interim discomfort. 
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wide margin of 
Safety & Low 
toxicity with a 


Indicated in all painful spasms 
of the alimentary tract, sévere 
migraine, angina pectoris, 
bronchial asthma and. 
tenesmus — In Biliary 
and Urinary Colic—. 

and in Labour pains. 


ANTISPASMODIC & ANALGESIC 
Avafortan, contains a mixture of Iso-amyl « y 
-[N-(B-diethy! - aminoethy|)] -aminopheny! - 
acetate - bis - pyrazolone - methyl 

Pp 


amMino - metharfe sulphonate (Avapyrazone) 
and Sodium phenyl - dimethyl - pyrazolone - 
methyl - amino» methane - sulphonate. 


Detailed literature on request. « 


ASTA-WERKE A-G., Manufactured in India by: 
Brackwede, West Germany 
Bombay-!2 
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: in Science and medicine 
man has to see far more detail 


that is why the use of x-rays 
s. 
has expanded greatly in five decade 


scientists and physicians 
_ PAVE Confidence in... 
* ILFORD x-Pay films 
made by ILFORD Ltd.-London 


manufacturers of 20% of the 
world’s requirements of sensitized 


emulsions: 
nuclear researcn 
distributed in india by 


‘WFORD-SELD (india) Private Ltd. 
y, calcutta, madras, 


nipco is. x-ray 54-60 
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tetracycline phosphate complex . . . 


combats a truly wide range of pathogenic org- 
anisms: gram - positive and gram - negative 
bacteria, spirochetes, rickettsias, viruses of the 
psittacosis - lymphogranuloma - trachoma group 


* provides high initial blood levels quickly...excel- 
lent diffusion to tissues and body fluids * virtu- 
ally no danger of blood dyscrasias * rarely 
produces hypersensitivity reactions * photosensi- 
tivity reactions never reported 


Available as: 


plus:..the first safe antifungal antibi 


of 


Caution | 


nystatin 


prevents the monilial overgrowth in the gastro- 
intestinal tract socommonly associated with broad 
spectrum therapy... thus helps to protect the 
patient from troublesome, even serious, moni- 
lial complications 


Mysteclin-V provides this added antifugal protec- 
tion at practically no extra cost to your patients | 


MYSTECLIN-V CAPSULES(250 mg./250,000 u.):Sealed vials of 2, 4 and 8 


MYSTECLIN-V PEDIATRIC DROPS (100 mg./100,000 u. per ml,):10 ml. dropper bottles. 


MYSTECLIN-V FOR PEDIATRIC DROPS (100 mg./100,000 u. per ml.):10 mb. =: 


dropper bottles. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex plus Nystatin (Mycostatio) 


Y 


otic, 
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in asthmatic 
and bronchial troubles 


ASMOLIN 


with aminophylline 


COMPOSITION 


G. D. Pharmaceuticals Private Ltd. 
Nivedita kane . Calcutta 3 


a tasteful 


MULTIVITAMIN 


FARMAMALT 


Each 30 mi. contains INDICATIONS: 


Vitamin A (as Acetate) 15000 1.U. 


— LU. cence after illness like Influenza, Pneumonia, 


mg 
| Saccharated Iron Carbonate B.P.C. 0375 g Typhoid and other infectious diseases. Useful 
Malt Extract LP. § ¢ tn Pregnancy and during Lactation. 


As # general Nutritive tonic during convales- 


FARMAVIN LABORATORIES PRIVATE LIMITED. 
PLOT 4/5, SCHEME 6, ROAD. NO. 24, SION WEST, BOMBAY 22. 
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Aminophylline 
Nicotinic Acid 18.) 
Potassium Guaiacol Suiphonate 1000 mg( 15.4 ., ) 
Tincture Belladonna 1.9 ce. (30 minims) 
Aromatic Vehicle * ad. 30 cc. 
KN 


the widespread use of 


reflects 


the high reputation earned among doctors 
‘and patients in India for this bland, © 
-nonestaining iodine ointment 


.MadeinIndiaby 


. “SMITH KLINE & FRENCH (INDIA) LTD. 
: _ (Incorporated in England with limited liability ) 


[41 Fort Street, Bombay | 


Distributed by 
Pharmed Private Ltd. 
Bombay — Dethi — Calcutta — Madras 


is a trade mark X:PAI Ind 


4 i = 
on 
} 
° 
. 
° 
; “A i 
: 
4 
© 
° 


STILL 
tHE SAFEST 


the beginning 
of the new era in chemotherapy with the 
invention of Broad Spectrum Antibiotic 


Dosage Forms : 


CAPSULE : 250 mg. 
e@ Widest Range in bottle of 4, 8 and 100 
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Subdural haematoma when diagnosed and 
treated in time forms one of the most gratifying 
experiences in neurosurgery. Ever since the 
description by Virchow the subject has been of 
great interest from many points of view. 

Subdural haematoma is classified into acute, 
subacute and chronic varieties. The earlier 
descriptions in the literature were mainly about the 
chronic variety, and the inflammatory theory was 
upheld as the main aetiological factor. The first 
attempt at classification resulted in two varieties— 
acute and chronic. 

The acute subdural haematoma usually compli- 
cates a head injury and often adds considerably to 
the difficulties in the management of such a case. 

The chronic variety usually results from a head 
injury sustained months or years before the onset 
of symptoms. 

The subacute variety comes somewhere in 
between. It usually results from an injury which 
has been sustained within six months. This is an 
arbitrary limit. The difference between the sub- 
acute and chronic variety is mainly in the age. 


ANATOMY 


A consideration of the anatomy of subdural 
haematoma requires a knowledge of the structure 
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of the dura particularly with regard to its blood 
supply. 

The dural vascular structure can be considered 
in three layers. The outermost layer consists of a 
wide mesh of capillaries, the next layer contains 
the main meningeal vessels, and the third or the 
innermost layer consists of an intricate, closely 
woven mesh of capillaries (Christensen, 1944). 


The subdural space is a distinct space which 
contains the terminal portions of the veins that 
drain into the venous sinuses of the brain. 


STRUCTURE OF THE HAEMATOMA 


An acute subdural haematoma, when found 
without an associated laceration of the brain, con- 
sists of a collection of blood and clot in the 
subdural space. 

But a non-acute one consists of an outer mem- 
brane and an inner membrane with the clot in 
between. The outer membrane when examined 
histologically consists of fibrillary connective tissue 
with plenty of vessels which run parallel to the 
inner layer of the dura. Actually one can find con- 
nections between the capillaries of the inner layer 
of the dura and those of the outer membrane. The 
inner membrane, on the other hand, consists of 
fine collagen and there are no blood vessels. Though 
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it lies on the arachnoid it can be very easily peeled 
off. The ‘haematoma’ in between consist of mushy 
and dark clots in various stages of liquefaction. 
Very occasionally the contents may be clear fluid, 
but then whether these can be classified in the 
same category as the one we are considering here 
is difficult to decide. The outer and inner mem- 
branes become continuous at the fornix. When 
this fornix is traced outwards it is found to merge 
with the inner layer of the dura. 


These membranes are formed 2-3 weeks after 
the injury and with the passage of time they tend 
to become more fibrillary and less vascular. 


MECHANISM OF PRODUCTION 


The subdural haematoma of traumatic variety 
only is considered. 

The inflammatory process has been held respon- 
sible for subdural haematoma. While the role of 
inflammation cannot be denied, it must be remem- 
bered that often the injury that produces the 
haematoma is a minor one and is likely to be for- 
gotten by the patient. 

Acute subdural haematoma is usually a part of 
the picture of head injury and usually results 
from intrinsic injury to the brain. An underlying 
brain laceration is found in many of these cases. 
Sometimes acute subdural haematoma may result 
without an intrinsic injury to the brain, and here 
the mechanism is the same as in the chronic 
variety. 

The mechanism of production of a subacute or 
chronic subdural haematoma is as follows: When 
the head receives a minor injury the relative move- 
ment of the various structures (i.e. skull, mem- 
brane and brain) depends upon their inertia and 
elasticity. As a result there is a lag between the 
response of the skull and the brain. So the slender 
veins that cross the subdural space get torn and 
bleed into the subdural space. Since most of the 
veins are found near the sagittal sinus it is no 
wonder that most of the haematomas are found 
over the convexity. 

This explanation is quite simple and in its luci- 
dity lies many weak points. The first objection is 
that if a minor head injury produces such a state 
of affairs why is not a subdural haematoma quite 
common. Actually subdural haematoma (in spite 
of its great importance) does not form more than 
1 per cent of head injuries and minor head 
injuries are quite common. This objection has 
been circurnvented by some, by supposing an 
individual predisposition resulting from fragi- 
lity of the blood vessels. The second objection is 
that if the haematoma is the result of extravasation 
of blood why is it that it is always found in the 


convexity—actually the blood must gravitate to 
the base. But this again is not tenable since most 
of the veins are in the vault and again as the 
haematoma forms, it distorts the brain and pushes 
it all around, thus sealing the lower compartment. 

If a subdural haematoma is due to a bleeding 
from the inner layer of the dura into the subdural 
space then how can one explain the formation of 
the inner membrane. Is it formed by the haema- 
toma which organises or is it a reaction of the 
arachnoid? If it were due to the arachnoidal re- 
action then why is it not adherent to it? If it were 
the result of organisation of the haematoma then it 
is quite an unusual way of organisation of a haema- 
toma, for a haematoma organises in its entire 
extent and not from the periphery inwards. 

Again the experimental production of subdural 
haematoma requires two things: (a) injection of 
blood into the subdural space and (b) simultaneous 
ligation of the superior sagittal sinus. 

Thus these objections do make us feel whether 
after all subdural haematoma can result from a pri- 
mary intradural bleeding which spreads out the 
layers of the dura and forms for itsclf a cavity. 
This theory explains (a) the adherence uf the outer 
membrane to the dura, for it is really part of the 
dura, (b) the absence of adherence between the 
inner membrane and the arachnoid, for this is the 
real subdural space, and (c) it also explains the 
formation of the fornix. 


SIGNS AND SYMPTOMS 


Subdural haematomas may present a variety 
of symptoms ranging from the minimal to the 
most serious and emergent. 

Acute subdural haematoma is of two types 
(Whalley, 1949). One variety of acute subdural 
haematoma accompanies a gross injury to the 
brain. The symptoms and signs produced by this 
variety are merely grafted on to the picture of the 
brain damage. Possibly the mortality that results 
even after removal of the haematoma in these 
cases is due to the intrinsic injury to the brain. 
The second variety of acute subdural haematoma 
produces symptoms and signs similar to those of 
middle meningeal haemorrhages. ‘Thus the classi-, 
cal picture of a lucid interval preceding increasing 
drowsiness may mean extradural or subdural 
haematoma. These cases give best results if 
operated in time. 

The subacute variety of subdural haematoma 
can produce symptoms similar to those of many 
types of intracranial pathology. The suspicion of 
a subdural haematoma is raised if a history of 
head injury is asked for and is forthcoming. But 
oftentimes the head injury is a minor one and is 
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forgotten by the patient. The patient may be 
investigated for raised intracranial tension and a 
subdural haematoma found unexpectedly. 


Case 1 (Case No. 11, vide Table 1): 

Patient K. was admitted for headache and vomiting 
of three months’ duration. An inquiry into the history 
did not reveal any pertinent point. He also denied any 
history of head injury. 

Clinical examination revealed a bilateral papilloedema 
and nothing else. An x-ray of the skull and an E.E.G. 
failed to reveal any abnormality. 

In view of the complete absence of any positive 
neurological lesion, and as a preliminary step bilateral 
post burr holes were made under local anaesthesia. Both 
the ventricles were entered and were found to be under 
tension. But the surgeon felt that on the left side there 
was a sense of resistance. 

On the basis of this single lateralising sign a left 
carotid angiogram was taken. This revealed the typical 
picture of a subdural haematoma. 

The patient was operated upon. A big subdural haema- 
toma was found over the left parietal cortex. During 
the operation massive cerebral oedema occurred which 
complicated the postoperative period for the first three 
days. The rest of the period was uneventful and the 
patient was discharged cured. 


At times though there may be history of 
injury, the signs and symptoms.may be very mild 
but quite enough to raise a suspicion of subdural 
haematoma. ‘These cases can be confirmed by 
ancillary investigations. 


Case 2 (Case No, 12, vide Table 1): 

Patient S. was admitted for headache particularly 
on the right side since two months. He was involved in 
a car accident 2 months ago but was not sure of any 
definite injury to his head. But since then he has had 
increasing headache and dimness of vision. 

Clinical examination revealed papilloedema and there 
was slight spasticity on the left side with increased re- 
flexes. E.E.G. was done and was found non-contribu- 
tory. A right carotid angiogram revealed a typical sub- 
dural haematoma. 

The patient was operated upon, and has attained good 
relief. 


Sometimes the clinical picture is full of signs 
and symptoms which are definitely localisable to 
an important area of the brain. Further the 
drowsiness may come on suddenly and increase 


alarmingly. 
Case 3 (Case No. 10, vide Table 1): 


Patient R was admitted with drowsiness and weakness 
on the left side of the body. The history was that two 
months ago he fell down and injured his chin. Two 
weeks later he found that he could not use the left upper 
limb properly and he used to drop any article he took 
in that hand. Gradually people around him found that 
there was an increasing unawareness of the left side 
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of his body. His memory had been defective since 
2 weeks and he was having a severe headache since last 
twenty days. His drowsiness was increasing gradually, 
and clinical examination revealed an early papilloedema, 
weak left abducens, a left hemiplegia and astereognosis. 

An E.E.G. localised the lesion to the right temporal 
region but could not determine its nature. 

A right carotid angiogram revealed a typical picture 
of subdural haematoma. This was evacuated by a right 
osteoplastic flap. His recovery was also very rapid. 


An analysis of the cases that have been seen 
during the last few years is shown in Table 1. 


TABLE 1—SHOWING ANALYSIS CF THE TWELVE CASES 


OPERATED 
Interval Investigated 
between Ne for only 
= injury & Variety Clinical increased 
“appearance intracranial 
of symptoms tension 
1 One week Subacute Fits 
2 Immediate Acute Coma 
3 No history Chronic Secondary Yes 
optic 
atrophy 
4 One month Subacute Papilloedema Yes 
5 Five weeks do— —do-— Yes 
6 Eight weeks —do— Left hemi- -- 
paresis, 
attacks of 
giddiness 
7 Six weeks —do— VI N. palsy, Yes 
papilloedema 
8 Few hours Acute Left hemi- _ 
paresis 
9 Unconscious —do— -- 
condition 
10 Eight weeks Subacute Parietal lobe 
syndrome 
11 No history of —do— Papilloedema Yes 
‘injury 


12 Eight weeks —do— Slight spasti- 
city of left 
side 


All the cases were cured except Case No. 2 which expired. 


DIAGNOSTIC PROCEDURES 


A plain x-ray of the skull may not reveal much 
except in the occasional case of a calcification in a 
subdural haematoma. 

By far the most important investigation in a 
suspected case of subdural haematoma is carotid 
angiography. Carotid angiography is sufficient in 
most cases, as the majority of subdural haema- 
tomas are over the frontal, temporal or parictal 
regions. In the anteroposterior view the pictures 
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reveal an avascular area separating the vesels from 
the inner table (Figs. 1 and 2, vide Plate). The 
lateral view shows the displacement of vessels 
which may indicate the longitudinal extent of the 
tumour (Fig. 3, vide Plate). 

Provided there is no contra-indication air 
studies may confirm or raise a suspicion of sub- 
dural haematoma. 

Electroencephalography perhaps constitutes the 
second valuable test in these cases. 


‘TREATMENT 


The treatment of a subdural haematoma 
depends on its age. 

The acute subdural haematoma which compli- 
cates a parenchymatous injury to the brain perhaps 
needs no special treatment—as indicated before, 
it may seldom be recognised for that matter. 
Again unless definite signs of compression are 
present the results of operation are not encourag- 
ing. 

The second variety of acute subdural haema- 
toma is indistinguishable from extradural haema- 
toma. If in a suspected case of extradural haema- 
toma no haemorrhage is found on the dura, then 
the subdural space must be tapped (if necessary a 
small nick may be made) and the presence or 
absence of a subdural haematoma verified. If 
cerebrospinal fluid escapes, then obviously there is 
no subdural haematoma. If a subdural haematoma 
is found, the dural opening is enlarged and the 
haematoma sucked out. This may be sufficient in 
most cases. 

A subacute or chronic subdural haematoma 
needs a more elaborate procedure. The signs and 
symptoms in these cases are due to the expanding 
nature of the haematoma and the inner membrane 
which incarcerates the brain. The treatment of a 
chronic subdural haematoma involves an _ osteo- 
plastic craniotomy. When the dura is exposed the 
discoloration of the dura confirms the diagnosis. 
The dura is then opened and the haematoma which 
consists of varying amount of solid clots and sani- 
ous fluid is removed. The outer membrane is then 
removed. Then the inner membrane is peeled 
away from the underlying pia. The plane of cleav- 
age is distinct and separation is quite easy. Care 
must be taken at the various sulci to prevent injury 
to the pia and the vessels. As the membrane is 
traced all round the fornix is reached. The 
fornix can be left in situ if its removal may mean 
extra dissection or extension of the flap. 

After the removal of the inner membrane time 
must be allowed for the brain to expand. This is 
very necessary since failure of expansion of the 
brain may result in fresh bleeding and recurrence 
of symptoms. The expansion of the brain must 


be complete by about 5-6 minutes. If it does not 
do so then the aid of the anaesthetist should be 
sought. The addition of a little CO, to the anaes- 
thetic mixture may help. If this fails lumbar 
puncture and injection of 20 ml. of sterile dis- 
tilled water can be tried. In some cases intra- 
ventricular injection of sterile saline can be given. 
In Case 10 (Table 1) we had to inject about 25 ml. 
of sterile saline after a trial of the other measures 
and before a satisfactory expansion of the brain 
could be achieved. Occasionally, if despite all 
these measures the brain does not expand a poly- 
thene tubing can be led out from this space and 
the wound closed. Subsequently gentle suction 
is applied to this tube. 

Ironically enough in some cases after the re- 
moval of the inner membrane the brain might be- 
come oedematous and bulge in a most annoying 
manner familiar to all neurosurgeons. The cause 
of this oedema is perhaps similar to that which 
occurs in other operations on the brain. 

In the series under review, in Case 12 (Table 
1) the oedema was so much that the dura could 
not be closed. Hence gel-film had to be used. 


RESULTS 


An analysis of the 12 cases operated on by the 
authors is given in Table 1. As has been re- 
marked at the beginning of the article, properly 
timed operations for subdural haematoma form 
one of the most gratifying chapter in neurosurgery. 

The recovery in an acute case is quite quick 
(as is common in all cases of posttraumatic com- 
pression of the brain). 

In chronic cases the recovery is quite fast when 
compared with recovery from tumours, etc. In 
Case 10 (Table 1) where there was a coniplete 
parietal lobe syndrome, the patient was aware of 
the affected side within 48 hours and at the time of 
discharge (i.e., about 15 days from date of admis- 
sion) he had almost completely recovered. 


SUMMARY 
The pathogenesis and clinical symptoms of 
subdural haematoma are discussed. Some cases 
are presented in detail to illustrate the clinical 
picture. An analysis of the twelve cases operated 
upon is also presented. 
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Fig. 2—Skiagram of left shoulder showing a few small 
discrete radiolucent cystic lesions in the upper end of the 
right humerus. 


Fig. 1—Skiagram of the 
wrist show ing localised — cystic 
lesion in the carpus, 


? 


Bose—Multiple Pscudocystic Tuberculosis of Bone in an Adult ( p. 


Fig. 1—Skiagram of the Fig. 2—Skiagram of the ig. 3—Skiagrams of both tibiae and fibulae showing 


right femur showing left femur showing frac- fractures. 
fracture of middle ot ture of middle of the 
the shaft with malunion. shaft. 
AND SANGHVI—Oste »genesis Imperfecta Tarda ( p. 24 ) 
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REFERENCE TO INTRAVENOUS LIVER 
EXTRACT THERAPY 
A Study of 35 Cases 
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Cirrhosis of the liver has always presented a 
challenge to the medical profession since the time 
of Eristratus who first described it in 300 B.c. and 
Laennec who wrote its first adequate account in 
1819. It is unfortunate that there is no satisfac- 
tory treatment of such a chronic and progressive 
illness. Many treatments have been tried over 
years in the past by workers like Beams (1946), 
Fleming and Snell (1942), Labby et al (1947), 
Patek et al (1948) and Rimmerman et al (1944) 
with controversial results. Studies on cirrhosis of 
the liver in human beings have served to emphasise 
the importance of the nutritional state. Dietary 
regimens have been suggested by various workers 
like Fleming and Snell (loc. cit), Patek et al (loc. 
cit.) and Rimmerman et al (loc. cit), with a protein 
quota of 100-140 g., and caloric value of 3000-3500 
calories, and a generous vitamin supplement and 
powdered yeast. Beams (loc. cit.) and Cayer and 
Cornatza (1949) reported the beneficial effects of 
choline in treating patients with cirrhosis of the 
liver. Parenteral protein digests and aminoacids 
(Lewis et al, 1947) did not show consistently 
demonstrable therapeutic results. Post et al 
(1951) showed that human albumin or plasma may 
be a useful adjunct in the management of a 
severely decompensated cirrhosis. However, the 
unavoidable high cost and the hazards of its 
administration render this form of treatment im- 
practicable for routine use. 

Liver extract or liver substances have been 
extensively used by oral, intramuscular and intra- 
venous routes by Aldercruetz and Gustaf (1953), 
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Drill and Hall (1950), Labby et al (loc. cit.), Ley 
et al (1955) and Rimmerman et al (1944) with 
beneficial results. Liver extract has been exten- 
sively used parenterally and it has been custo- 
mary to give it by the intramuscular route. Crude 
liver extract, used intravenously in large doses, 
has proved to be of value. A study was initiated 
by Labby et al (loc. cit) and encouraging results 
were reported. The work was further carried out 
by Ralli et al (1949) who studied the cases in two 
groups of patients by giving them the liver extract 
either intramuscularly or intravenously. The re- 
sults were better in the latter group. The ration- 
ale of using a crude liver extract by vein has been 
suggested because in a long standing case of cir- 
rhosis of the liver there exists a muscular wasting 
which reduces the rate of absorption and thus in- 
creases the tendency to produce a sterile abscess 
(Labby et.al) after intramuscular injection. 
Moreover when in such a wasted muscle 10-15 c.c. 
injections are introduced it becomes so painful 
that the patient refuses further intramuscular 
therapy. Thus recently workers like Aldercruetz 
and Gustaf (loc. cit.), Drill and Hall (loc. cit.), 
Kalk and Wildhirt (1953) and Sarin and Mittal 
(1955) from different centres have tried intraven- 
ous therapy and reported beneficial results. 

This paper describes the plan of using crude 
liver extract by intravenous route and our obser- 
vations which indicate its possible therapeutic 
effectiveness. 


MATERIAL AND METHODS 


The material consisted of 35 patients with 
cirrhosis of the liver admitted in the medical 
wards of M. Y. Hospital, Indore. The clinical 
history was noted in every case with special refer- 
ence to gastrointestinal symptoms and diet. A 
thorough general examination was made with 
particular attention to skin, icterus, and oedema. 
Apart from the routine general and systemic 
examinations the size of the liver and the spleen, 
the presence of abdominal veins and ascites were 
noted with particular care. The diagnosis was 
aided by haematological examination, roentgeno- 
logical examination, including percutaneous 
splenoportography, and the liver function was 
assessed by a wide spectrum of tests. Confirma- 
tion of diagnosis was done by needle biopsy of the 
liver. 

The patients were in a decompensated stage of 
cirrhosis as indicated by icterus, oedema and 
ascites. No planned criterion was exercised in 
selecting the patients beyond that each case was 
manifestly decompensated but not terminal cirrho- 
sis. The patients were hospitalised and kept there 
for a maximum period of time. When compen- 
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sated the patients were allowed to take outdoor 
treatment and could come from their home for 
regular check-up. 

The patients were kept on the hospital vegeta- 
rian diet which supplied roughly 1800 calories. 
Curd or milk (half a seer) was given to all the 
patients to make up for the deficiency of protein 
in the diet. No  lipotropic substance was 
administered. 


PLAN OF THERAPY WITH CRUDE LIVER EXTRACT 


Crude liver extract was administered in all the 
cases after testing the sensitivity. Sensitivity was 
tested by injecting 02 c.c. of undiluted liver 
extract intramuscularly. The condition of the 
patient was watched for any untoward reactions 
such as flushing of the skin, urticaria, headache, 
difficulty in breathing, cough, etc. If there was 
no reaction 0°5 ¢.c. of liver extract diluted to 25 
c.c. with sterile solution of 5 or 25 per cent 
glucose was given very slowly intravenously. 

If the patient did not have any reaction, the 
following scheme of dosage was employed : 


First day in lc.c. diluted to 25 c.c. 
Second day 2c.c. diluted to 50 c.c. 
Third day Fa 3 c.c. diluted to 50 c.c. 
Fourth day ... 5c.c. diluted to 50 c.c. 
Fifth day aan 7c.c. diluted to 50 c.c. 
Sixth day on 10 c.c. diluted to 50 c.c. 
Seventh day ... 12 c.c. diluted to 50 c.c. 
Eighth day ... 15 c.c. diluted to 50 c.c. 

diluted to 50 c.c. 


Ninth day 


20 c.c. 


The maximum dose given was 20 c.c. diluted 
to 50 c.c. After about 10 daily injections of 
20 c.c. each the drug was administered less 
frequently—first on alternate days, then biweekly, 
weekly and at fortnightly intervals. The average 
period of follow-up was 6 months. 


CLINICAL OBSERVATIONS 


Age and sex—The details of the distribution of 
age and sex are given in Table 1. 


TABLE 1—SHOWING AGE AND SEX DISTRIBUTION OF THE 


PATIENTS 
(years) Maies emaies umber ercentage 
21-30 3 a 7 20-00 
51-60 3 one 8-56 


There were 22 males and 13 females and 82°8 
per cent of the cases belonged to the age-group 
21-50 years. All the patients belonged to the 
poor-income group. 

An analysis of the presenting complaints is 
given in Table 2. 


TABLE 2—SHOWING ANALYSIS OF THE PRESENTING SYMPTOMS 
IN RELATION TO INCIDENCE 


Presenting complaints No. of cases 


Distension of abdomen ... 35 
Fatigue io 35 
Loss of weight 35 
Anorexia 34 
Flatulence 34 
Oliguria 33 
Oedema 26 
Diarrhoea 20 
Pain in abdomen 19 
Jaundice 4 
Haematemesis 3 


General complaints of a feeling of tiredness, 
and loss of weight were present in all the 
patients. Digestive disorders like anorexia, dis- 
tension of abdomen, a discomfort after meals, 
flatulence and irregular bowels were present in 
over 90 per cent of the patients. Only 4 patients 
complained of jaundice though it was manifest in 
7. Three cases presented with haematemesis. 

Diet—The duration of complaints varied a 
great deal, from 1 month to over 3 years, with an 
average of six months. The dietetic data showed 
that the diets of 85 per cent of patients were 
unbalanced and consisted of rice or atta which 
lacked in protein. Even though 34°3 per cent of 
patients were non-vegetarians none of them could 
afford to take either egg, meat or fish more than 
once a week. 

Alcoholism—More than 50 per cent of the 
patients were addicted to alcohol and 81°2 per 
cent of these had been consuming 8-12 chhataks 
of alcohol per week for a period of 10 year or over. 

Past illness—History of jaundice could be 
elicited in 42°9 per cent cases and 33 per cent of 
these had never felt well after the attack of 
jaundice, leading them eventually to the present 
state of health. A history of chronic diarrhoea 
was available in 31°35 per cent of cases. The his- 
tory of periodic fever with or without chill was 
present in 57°14 per cent. 

All the patients looked pale and emaciated and 
obvious muscular wasting was present in 75 per 
cent patients. Signs like spider naevi, palmar 
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erythema, and testicular atrophy were rare find- 
ings. Spider naevi were seen only in one patient 
who was a Chinese national. Gynaecomastia was 
also observed in one case only. Details of the 
physical signs have been given in Table 3. 


TABLE 3—SHOWING ANALYSIS OF CLINICAL FEATURES IN 
RELATION TO INCIDENCE 


Clinical features 


Ascites 
Splenomegaly ... 
Collateral circulation 
Anaemia 

Oedema 

Icterus 

Clinical 
Oesophageal varices 
Clubbing of fingers 


In 75 per cent of cases, a paracentesis abdo- 
minis had to be performed. In certain instances 
this was undertaken even before the treatment was 
instituted, for relieving the distress of the patient. 

The spleen was palpable in 97 per cent of the 
cases, and in 8°56 per cent it was disproportionately 
enlarged. In all of them a history of malaria was 
forthcoming. Visible veins over the abdomen 
could be seen in 92 per cent of the patients. The 
liver was found enlarged enough to be felt below 
the costal margin in 57°14 per cent of cases. It 
was not palpable in 34°3 per cent cases and in 
another 11°4 per cent cases only the edge of the left 
lobe could be first palpated at the xiphisternum 
indicating that the liver was retracted in these 
patients. 


LABORATORY FEATURES 


Haematological investigations showed that 80 
per cent of the patients had haemoglobin 8 g. 
per cent or over and the maximum number of 
patients (60 per cent) had R.B.C. count ranging 
from 3-4 mill./c.mm.; none had R.B.C. count 
below 2 mill. /ce.mm. 


Urine and stool—Routine examinations showed 
the presence of bile salts and pigments in 6 patients 
and cystic forms of Entamoeba histolytica in 
2 cases: 


Ascitic fluid—Examination of ascitic fluid 
revealed that the proteins were below 1,000 mg. 
per cent in 32°9 per cent of cases. Out of 6 
patients who had proteins over 2,000 mg. per cent, 
3 gave evidence of tuberculous infection in the 
lungs. Barium meal examination of the oesophagus 
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for varices was done in all the cases. The presence 
of varices could be demonstrated in only 5 
patients. 

In the absence of any single reliable test 
for the functional capacity of the liver, a 
battery of liver function tests was employ- 
ed for assessing the degree of the derange- 
ment. These included measurement of total 
plasma proteins with determination of albumin: 
globulin ratio, prothrombin time, icteric index, 
van den Bergh’s test, cephalin-cholesterol floccu- 
lation, thymol turbidity and flocculation tests 
and urine urobolinogen. Out of these liver 
function tests serum albumin-globulin estimations, 
thymol turbidity and cephalin cholesterol floccula- 
tion tests were found to give abnormal results in 
the maximum number of cases. 

Adopting the Indian standard as worked out by 
Dutta and Chakravarty, a hypoalbuminaemia was 
observed in 91°5 per cent of the patients. Hyper- 
globulinaemia was also found in a similar number 
of patients leading to the reversal of albumin: 
globulin ratio. 

Splenoportography was performed in 19 
patients. The results obtained by the procedure 
are shown in Table 4. 


TaBLE 4—SHOWING THE SPLENOPORTOGRAPHIC PATTERNS 


Splenoportography pattern No. of cases Percentage 


Tortuosity of splenic and portal 
veins 

Oesophageal varices ... 

Blocked portal vein and varices 

Double splenic vein ... 

Dye in splenic capsule on 

Spilling of the dye in the peri- 
toneal cavity 


Varices were present in 5 patients and in 4 a 
history of haematemesis was present. In one 
patient the splenic and portal veins were not seen 
and there was a bunch of collaterals, suggesting a 
blocked portal vein with anastomotic channels. On 
3 occasions the patterns obtained were either a 
collection of the dye in the splenic capsule or did 
not furnish any information. All the 5 patients 
who had varies were in an advanced stage of the 
disease. The spleen was found 2-4 fingers enlarg- 
ed. Liver was retracted in 4 of them. The 
average duration of decompensation had been 10 
months and the liver functions were either severely 
or moderately deranged. 

Histopathological observations—Liver biopsy 
was attempted in all the patients. The liver 
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biopsy material was studied in 25 cases and their 
histological patterns have been summarised in 
Table 5. 


Table 5—SHOWING HISTOLOGICAL PATTERNS OF 25 CASES 


No. of cases Percentage 


Histological patterns 


Established cirrhosis aad 

Postnecrotic scarring with nodu- 
lar hyperplasia 

Early cirrhosis 

Fatty infiltration of liver 

Swelling of liver parenchyma ... 

Biliary cirrhosis 


A large number of specimens showed the 
presence of established cirrhosis, 9 showed diffuse 
hepatic fibrosis, 6 post-necrotic scarring with 
nodular hyperplasia and one biliary cirrhosis. 
Only 12 per cent showed early cirrhosis. In 3 
there was a fatty infiltration and a similar number 
showed only swelling of liver parenchyma and cel- 
lular infiltration. Where advanced changes were 
encountered, the liver functioms were found more 
severely deranged. 


Resvutts or I.V. Liver Extract THERAPY 


Liver extract was administered by intravenous 
route, according to the schedule mentioned above, 
to 35 patients. In 3 patients the investigations 
could not be completed and in another 6 the 
therapy had to be abandoned for untoward reac- 
tions. The duration of follow-up in the remaining 
26 cases is summarised in Table 6. It will be seen 


TaBLE 6—SHOWING THE MONTHS OF FOLLOW-UP 


Period of follow-up 


(months) Percentage 


No. of cases 


I—3 
3—6 
6—9 
9—12 
Over 12 


that 6 patients had the treatment for less than 
3 months. This number was considered too small 
for the assessment of therapy. 

The various untoward reactions encountered in 
these patients are summarised in Table 7. Minor 
reactions like heaviness of head, headache, palpita- 


TaBLE 7—SHOWING THE UNTOWARD REACTIONS 
ENCOUNTERED 


Untoward symptoms Percentage 


50-00 
37-50 
25-00 


Heaviness in the head ... 
Throbbing and headache 
Palpitation 
Itching and urticaria 
Pulmonary oedema 


tion, flushing of skin, etc., were commonly met 
with, and in most cases they could be avoided if 
the rate of administration of the drug was slowed 
down. The itching and urticaria met with in two 
patients responded to antihistaminics. One case 
developed pulmonary oedema and could not be 
saved. Only on 6 occasions were the reactions 
severe enough to necessitate discontinuation of 
the drug. 

Clinical progress—The clinical improvements 
noticed in patients who were on intravenous liver 
extract therapy for more than 3 months are sum- 
marised (Table 8). One of the first symptoms of 
improvement was a return of appetite which was 
noticed in 95 per cent of cases. Of these in 25 
per cent the appetite became hearty where it was 
practically non-existent before the commencement 
of the therapy. The feeling of well-being and 
diminution in fatigability almost coincided with 
the improvement in appetite. The tissue wasting 
was checked and the patients showed a steady 
gain in weight. The appearance of flesh in 
previously wasted areas gave sufficient evidence of 
this fact. Most of the patients became more 
active than before. 


TABLE 8—SHOWING THE CLINICAL IMPROVEMENT IN 
PATIENTS AFTER THE THERAPY 


Symptoms No. of cases Percentage 


Feeling of well-being ... fs 95-00 
Improvement of appetite ie 95-00 


Gain in weight 90-00 
Improvement of anaemia 

Increase in urine output 

Decreased frequency of paracentesis 


Disappearance of ascites 


The most satisfactory sign of improvement was 
the retardation in the accumulation of fluid in the 
peritoneal cavity. Most of the patients had been 


9 36-00 — 

3 12-00 
3 12-00 . 
3 12-00 
1 4-00 
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subjected to paracentesis before the therapy was 
started. The number and frequency of paracente- 
sis were remarkably reduced in 14 patients and in 
another four (20 per cent) the ascites completely 
disappeared after 3-12 months of treatment. 

Occasional patients showed a moderate periodic 
diuresis after an intravenous injection of liver 
extract and all the patients showed gradual 
increase in urine output. 

The clinical improvement was accompanied by 
a simultaneous improvement in the serum protein 
levels and the tests of hepatic function. 

Tables 9 and 10 show the biochemical improve- 
ment after treatment with liver extract. 


TaBLE 9—SHOWING BIOCHEMICAL IMPROVEMENT AFTER 
THE TREATMENT 


of 


Serum proteins Aft 
treatment treatment 


Total proteins, 6 g. per cent or 


higher... 65 95 
Serum albumin, 3-5 g. — cont ¢ or 

higher... 20 70 
Serum globulin, 2°5 g. pet cant < or 

higher... 90 60 
A:G ratio, 1-5 or higher pom 10 45 


> 
TABLE 10—SHOWING THE DeGREE OF LIVER FUNCTION 
DERANGEMENT AFTER THE TREATMENT 


Percentage of patients 


Degree of derangement Before Afte . 
treatment treatment 


Mild 10 30 
Moderate 30 45 
Severe abe 60 25 


The gradation of liver function derangement as 
mild, moderate and severe damage has been 
assessed from the average of all the liver function 
tests. 


Before the commencement of the therapy only 
20 per cent patients had serum albumin level of 
3°5 g. per cent or over, while after the treatment 
such levels were found in 70 per cent of patients. 
Serum globulin level showed a decline in 30 per 
cent of patients. This brought the albumin: globu- 
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lin ratio to 1°5 or higher in 45 per cent of patients 
from the pre-treatment number of 10 per cent. 


The incidence of gross liver derangement fell 
from 60 to 25 per cent and mild derangement was 
encountered in 30 per cent of the patients in con- 
trast to the pre-treatment figure of 10 per cent. 


An idea about the improvement of cases on the 
therapy can be obtained from the following 
selected cases of the series: 


Case REPORTS 


Case 12—B. K., aged 35, male, tailor, complained of 
gastrointestinal symptoms for the last 6 years after a 
presumable attack of infective hepatitis. He had com- 
plete loss of appetite and gradually increasing abdominal 
distension. On admission he looked pale and emaciated. 
His spleen was 7 fingers enlarged below the costal mar- 
gin; and the liver was retracted with a palpable left 
lobe. Barium meal examination and splenoportography 
successfully revealed oesophageal varices. The liver 
function tests showed moderate derangement and the 
histopathology an early cirrhosis. With I.V. liver extract 
the appetite improved, oedema subsided and the urine 
output increased within a month of therapy. Ascites 
completely disappeared in 5 months. Liver functions 
also showed improvement. The patient is still under 
observation. 

Case 18—S. R., aged 35, male, labourer, complained 
of anorexia, flatulence and ascites of 3 months’ duration. 
He had been a chronic alcohol addict. His liver was 
2 fingers enlarged, the spleen was palpable and ascites 
was pronounced. The liver function tests showed mode- 
rate derangement and the histopathology showed estab- 
lished cirrhotic pattern. The full schedule of intravenous 
liver extract therapy was instituted. The general symp- 
tomatic improvement was evident after a month, and 
the need for a paracentesis was felt 3 months later. There- 
after the urine output increased and the ascites forma- 
tion was markedly retarded. Liver functions showed a 
recovery. The patient is still being followed up. He 
receives 20 c.c. of liver extract intravenously every 
fortnight. 


Out of the 35 patients in the series there were 
6 deaths. All of them had come in a fairly decom- 
pensated state. 3 of them died in hepatic coma, 
and one during an exacerbation of respiratory 
infection. The latter developed sensitivity to liver 
extract, got pulmonary oedema and could not be 
revived. In the other two, death was precipitated 
by haematemesis. 


Out of the total number of 20 patients, 4 
became completely asymptomatic and are now on 
treatment-free observation. Another 13 patients 
showed considerable improvement. In the remain- 
ing three cases the course of the disease appeared 
to be unaltered. 


| 

a 

wae 
ie 
4 
= 
. 


12 J. INDIAN M. A., VOL. 36, NO. 1, JANUARY 1, 1961 


COMMENTS 


The assessment of a therapeutic regime in 
chronic illness is rendered difficult by several fac- 
tors. All the cases recorded here stayed in the 
hospital for a considerable period and the minimum 
period of follow-up which was considered to have 
brought forth a material change was 3 months. 
Due to this long period of follow-up, a study with 
a greater number of patients was not possible. 


Follow-up studies in the outpatient department 
were not possible as the patients usually came from 
distant villages, belonged to poor economic class, 
were less intelligent and could not be relied upon 
to follow the medical instructions at home. Their 
treatment as hospital inpatients afforded an oppér- 
tunity for more regular medical supervision. 


' Digestive disturbances were the commonest 
finding in the series and anorexia was a most pro- 
nounced feature. The patients or encouraged to 
eat as much as they could. Any} further delete- 
rious effect of alcohol was avoided as the patients 
completely abstained from Tr during their 
stay in the hospital. } 

Clinical vitamin deficiencies wére treated with 
adequate doses of appropriate vitaniitis*" When the 
patients regained their appetite after treatment 
with I.V. crude liver extract they could eat 
adequately and derive essential food factors from 
the natural sources. Rest and freedom from undue 
physical strain are as essential as the diet. 


Histopathological studies are considered im- 
portant in the study of cirrhosis, as they give a 
clue to the prognosis of these patients. Thus out 
of 6 patients who showed a postnecrotic scarring 
with nodular hyperplasia 4 succumbed within a 
period of 4 weeks’ follow-up and the other 2 failed 
to show any improvement. Out of 9 pati€nts with 
diffuse hepatic fibrosis 6 showed considerable clini- 
cal and biochemical improvement and the rest 
showed only symptomatic improvement. These 
findings are interesting and need further study in 
a larger number of cases before any definite con- 
clusion could be drawn. In,our series, all the 
patients who showed early cirrhotic changes or 
fatty infiltration with swelling of liver parenchyma, 
showed complete rehabilitation, comparing favour- 
ably with a state of apparently normal health. 


The way in which intravenous liver extract 
helps has long been a subject of dispute. The sub- 
stitution hypothesis fails to explain the results 
satisfactorily. So little is known about the chemi- 
cal nature of crude liver extract that it has not 
been possible to indicate the constituent factors 
that might have met the requirements of this 
complex disease. Pteroyl glutamic acid (folic acid) 


and vitamin B,, in addition to various autogenous 
liver cell enzyme systems may play an important 
role (Kalk and Wildhart, 1953). 

Drill and Hall (1950) demonstrated the lipo- 
tropic properties of liver extract. It is not unlikely 
that liver extract might encourage the regeneration 
of hepatic tissue and assist in restoring to normal 
the aberrations of water balance, enzyme synthesis, 
and energy metabolism that are known to occur in 
cirrhotic patients. 

Ralli et al (1949) stated that crude liver extract 
contained many growth promoting factors that not 
only help tissue regeneration but also play some 
part by improving the appetite and reducing the 
amount of antidiuretic factors in the body. 

The role of liver extract can be ascertained 
most easily by the return of appetite which in turn 
having a desirable effect on the storage of protein 
and the general nutritional state, tends to reverse 
the factors active in the production of hepatic 
decompensation. 

Whether the observed therapeutic utility of 
the drug can permit us to postulate a deficient 
fraction, perhaps contained in the liver extract, 
time alone can tell. 


SUMMARY 


Thirty-five patients of decompensated cir- 
rhosis admitted into the medical wards of M. Y. 
Hospital, Indore, were studied for the therapeutic 


“effects of intravenously administered crude liver 
- extract, observed for a period of 6 to 18 months. 


All the patients had long-standing gastro- 
intestinal. symptoms and came to the hospital 
when ascites had appeared. Their diets were 
grossly lacking in proteins of good biological 
value, and alcoholism was an associated feature in 
50 per cent of patients. A history of presumable 
attack of infective hepatitis was available in 42°9 
per cent of cases. 

Biochemical. investigations were carried out in 
the. beginning of the study and the tests were 
serially performed, besides following up of the 
clinical progress of these patients. Histopatho- 
logical:. studies were undertaken in most of the 
patients. 

Percutaneous splenoportography yielded valu- 
able information regarding the collaterals and the 


.state of. the portal circulation. 


Al] the patients were kept on hospital diet 
supplemented with milk or curd. Twenty patients 
followed up for a period of 3 months and over 
showed symptomatic improvement manifested by 
a return of appetite, and return of vigour. The 
urine output gradually increased, oedema dis- 
appeared, and accumulation of ascitic fluid was 


_ materially reduced. Sixteen patients showed 
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considerable improvement, and 4 became com- 
pletely asymptomatic. 


It is felt that liver extract administered intra- 
venously in large doses restores and sustains 
appetite. When used in conjunction with a full 
diet in properly selected cases, the drug may 
prove to be valuable in the management of cir- 
rhosis of liver and if given an intensive trial, parti- 
cularly in early cases, may prove successful in 
halting the pathological process. 
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PROGNOSTIC FACTORS 
IN TUBERCULOUS MENINGITIS 


S. S. MISRA, M.D. F.R.c.P. (LOND.) 
AND 
B. K. KHANNA, M_., D.1.D. (LUCK.) 


Department of Medicine 
King George’s Medical College, Lucknow 


The advent of chemotherapeutic agents effec- 
tive against the tubercle bacilli has now turned 
the agelong fight of mankind against tuberculosis 
in our favour. Today the judicious use of chemo- 
therapy in suitable cases may mean complete re- 
covery from the disease in almost all the cases. 
However, a hundred per cent survival and recovery 
rate is a highly elusive figure. In order to pre- 
dict the ultimate course of the disease, a number 
of factors have been studied. While much work 
has been done in the past on these factors, their 
significance has varied with different observers. 
The present work was undertaken to find out such 
simple prognostic factors which could be practi- 
cally worked out in any laboratory. 


MATERIAL AND METHODS 


55 cases of tuberculous meningitis admitted to 
the medical wards of Gandhi Memorial and Asso- 
ciated Hospitals and Kasturba T. B. Hospital, 
Lucknow, have been studied in detail. Out of 
these, 15 patients were treated entirely on chemo- 
therapy which consisted of 1 g. of streptomycin 
given intramuscularly daily for 60 days and isoni- 
azid in dosage of 10 mg./kg. body weight orally 
per day. After 60 days of therapy 8 g. of PAS 
orally per day was given in place of streptomycin, 
while isoniazid was continued as before. The 
remaining 40 patients were given 20 mg. of pred- 
nisolone per day orally in four divided doses in 
addition to the chemotherapy mentioned above. 

Prior to initiation of the therapy, these cases 
were studied in detail. Clinical examination of 
the patients was conducted and their mental con- 
dition was classified according to the criteria of 
McCarthy and Mann (1950). Meningitis was 
classified into 3 stages according to the criteria of 
M.R.C. (1948). 

Besides these 55 cases, 25 additional cases 
were selected from the old records of the hospi- 
tal. All the cases of tuberculous meningitis 
admitted to the hospital during the last 4 years 
and treated with intrathecal streptomycin in 
addition to the usual chemotherapy were sorted 
out. -Out of these, 25 cases were selected. 

The laboratory studies included cellular and 


biochemical examination of C.S.F. Besides these. 
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examinations, tuberculin test with 5 TU of : PPD 
was conducted on each case every 15th day. . 


The clinical condition ef the patients ‘at the 
time of their discharge from the hospital was 
classified as having recovered or partly recovered 
according to the criteria of Misra _and Khanna 
(unpublished). 


Chemotherapy. (No. / %) 


Partly 
reeovere 


Age group (years) 


15—20 4 1 1 
21~25 
(33) 
(50) (50) 
(100) 
36 & over 2 © me 14 


| 


Sex Partly 


TABLE 1—SHOWING THE INFLUENCE OF AGE ON THE RESULTS OBTAINED 


Recovered 


TABLE 2—SHOWING THE INFLUENCE OF SEX ON THE RESULTS OBTAINED 


Recovered overed Expired Recovered recovered Recovered Expired 
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RESULTS 


The final results obtained in the series under 
review have been analysed in relation to various 
factors. An analysis of these factors is presented 
in Tables 1 to 13 in each of which figures in paren- 
theses indicate percentage of cases and I/T stands 
for intrathecal. 


(No Cortisone (No. 1%) 


Partly 2 Partly 
recovered Expired Recovered covered 


Expired 


1 1 1 1 
(75) (12:5) (12-5) (92) (8) 
1 3 2 
(25) (75) (66) (34) 
4 1 2 7 1 1 
(56) (16) (28) (77) (11-5) (11-5) 
— 1 2 5 1 2 
(33) (67) (62°5) (12°5) (25) 
3 4 3 1 


(100) 


(No./%) Streptomycin (No./%) Cortisone (No. /%) 


Partly Partly 


(17) (17) (66) 
Female 6 “2° 
(66) (12) ~ (2) 


3 2 4 6 2 3 
(33) (23) (44) (54) (19) (27) 
7 2 7 22 4 3 
(44) (12) (44) (75) (14) (11) 


TABLE 3—SHOWING THE INFLUENCE a: STAGE OF DISEASE ON THE RESULTS OBTAINED 


(No £3 Streptomycin (No. /%) Cortisone (No./%) 
Recovered Partly q Expired Recovered covert q Expired 


Intermediate 


(100) . 3 
Advanced ... bie 1 2 6 
(11) (23) (66) 


8 3 — 11 3 3 
(73) (27) (69) (19) (12) 
2 1 11 17 3 4 
04) (7) (79) (70) (12) (18) 


N. B.—There » was no case in “the ‘Barly’ stage of disease. 
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TUBERCULOUS MENINGITIS—MISRA AND KHANNA 


TABLE 4—SHOWING THE INFLUENCE OF STaTUS ON THE OBTAINED 


(No. /%) Cortisone (No. /%) 


Mental status 
Partly Partly Partly 
Recovered ed Expired Recovered recovered Expired Recovered secoverad 


Expired 


recover 


III (a) - ie i 2 1 16 
| (100) (25) (50) (25) (100) 
III (b) 1 2 3 1 2 6 12 1 
(17) (33) (50) (11) (22) 


(100) 


N.B.—There was no case in Stage I of mental ‘condition. 


a 5—SHOWING THE INFLUENCE OF EXTRAMENINGEAL TUBERCULOSIS ON THE RESULTS OBTAINED 


Chemotherapy I/T (No. /%) Cortisone (No. /%) 
Extrameningeal 
lesions Part Partly 3 Partly 
Recovered Expired Recovered Expired Recovered Expired 


1 


Lymph glands 
(100) (100) 
Lung 2 2 2 2 1 
(100) (100) (40) (40) (20) ° 
Miliary 1 2 3 3 1 . 
| (16-6) (33-4) (50) (75) (25) 


(100) 


TABLE 6—SHOWING THE INFLUENCE OF THE CONDITION OF THE FUNDUS ON THE RESULTS OBTAINED 


Chemotherapy (No. / 1%) 


I/T 0. / %) Cortisone (No. /%) 


Condition of fundus 
Partly Partly Partly 
Recovered Expired Recovered Expired Recovered Expired 


Abnormal te cus 1 2 4 3 2 10 18 2 3 
(14) (29) (57) (20) (13) (67) (78) (9) (13) 

Normal ao ite 6 — 2 7 2 1 10 4 3 
(75) (25) (70) (20) (10) (59) (23) (18) 


4, Chemotherapy (No. Streptomycin Cortisone (No. /%) 
Sugar levels (mg:%). : 
in c.s.f. Partl Partly Partly 
Recovered Expired Recovered Expired Recovered Expired 


15-25 4 is 2 6 1 3 16 1 2 
: (67) (33) (60) (10) (30) (84) (5) (11) 

: 25-30 1 1 1 2 1 2 4 1 1 
(33) (33) (34) (40) (20) (40) (67) (17) (16) 

35 and over gu. 2 1 3 2 2 6 7 4 3 
(20) (29) (21) 


4 

15 

is 

4 i 5 
(100) (17) (83) 

= 

=: 

; ‘TABLE 7—SHOWING THE INFLUENCE OF C.S.F. SUGAR ON THE RESULTS OBTAINED 
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TABLE 8—SHOWING THE INFLUENCE OF C’S.F. PROTEINS ON THE RESULTS OBTAINED 


Chemétherapy’ (No. I IT Streptomycin (No. 
Protein Jevel (mg.%) ——— . 


in c.s.f. Partly 
Recovered overed Expired Recoveréd 


Partly 


Expired Recovered 


2 6 2 9 
(33) ° , (66) (11) (23) (69) 
1 2 1 6 
(32) - (28). (14) (67) 
3 SH 2 
(16) (22) (22) 


Tass 9—SHOWING THE INFLUENCE OF C.S.F) CHLORIDE Level ON THE RESULTS OBTAINED 


Chemotherapy (No./%) (No. /%) Cortisone (No. /%) 
Chloride level (mg.%) 


in c.s.£.- Partly Partly Partly 
Recovered Expirtd”. “Recovered Expired Recovered Expired 


Less than 500 oe bo 4 6 2 2 
> _» (20) (60) (28) (50) 

3 1 

(43) (43) (13) 

= 2 3 

(62) (25) (13) 


TasLe 10—SHOWING THE INFLUENCE OF C.S.F. Cet, CouNT ON THE RESULTS OBTAINED 


Chemotherapy (No. /%) Streptomycin oP. Cortisone (No./%) 


in c.s.f. Partly, Partly Partly 
Recovered _Bxpired Recovered Expired Recovered Expired 


More than 100 wes r ES 6 1 4 i 1 2 
(20) *'.. (55) (9) (36) (79) (7) (14) 

1 2 5 6 1 1 

(17) (50) (30) (50) (75) (12:5) (12-5) 

1 2 «; 1 2 10 + 3 

(25) (25) (50). (25) (50) (59) (23) (18) 


TaBLe 11—SHOWING THE “INFLUENCE or “Dirrerentrat CELL CoUNT ON THE RESULTS OBTAINED 


— —= = 


‘Chemotherapy @No. /%) . (No. /%) Cortisone (No. /%) 


Type of cells in c.s.f. : 
Partly Partly partly 
Bxpired Recovered covered Expired Recovered overed Expired 


Mainly lymphocytes ... 6 1 ce a 2 8 26 6 4 

(55)  , (6) (47) (10) (43) (72) (16) (12) 

Mainly polymorphs ...° (1) 1 2 3 2 


4 
‘= 

recovered Expired 

Above 200 ... and 4 1 3 : 
(67) (8) (23) : 
100-200 1 2 1 

(34) (22) (11) 
Below 100 ... 3 2 

(34) (18) (11) 
£ 
° 


Chemotherapy (No. / %) 


Tuberculin reaction Partly 


Recovered 


TABLE 12—SHOWING THE INFLUENCE OF INITIAL TUBERCULIN TEST ON THE RESULTS OBTAINED 


I (No. / %) 


Expired Recovered peered Expired Recovered 
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Cortisone (No. /%) 


"Partly Partly 


Negative... eas 2 1 6 


(22) (11) (25) 
Positive Set 5 1 
(83) (17) 


3 6 12 4 6 
(25) (25) (50) (55) (18) (27) 

1 5 16 2 _ 
(54) (8) (38) (89) (11) 


TABLE 13—SHOWING THE INFLUENCE OF SERIAL TUBERCULIN TESTING ON THE RESULTS OBTAINED 


1%) 


Tuberculin reaction 


Recovered Partly recovered 


Cortisone 1%) 


Recovered Partly recovered Expired 


Negative to positive 
(100) 


Negative (same reaction) ... _ 1 


(25) 
Negative (downward reac- 


DISCUSSION 


From the results presented in Tables 1-13, it 
can be observed that certain factors have a pro- 
found effect on the ultimate outcome of tubercu- 
lous meningitis. It would not be out of place to 
discuss the relative value of these factors: 

1. Stage of the disease on admission 
(Table 3). 

2. Stage of the mental condition of the patient 
on admission (Table 4). 

3. Fundus changes on admission (Table. 6). 

4. C. §S. F. chloride level on admission 
(Table 9). 

5. Initial tuberculin reaction (Table 12). 

6. Serial tuberculin reaction (Table 13). 

On the other hand, our study did not reveal 
any significant effect of the following factors on 
the ultimate outcome of the disease : 


1. The age of the patient (Table 1). 
2. The sex of the patient (Table 2). 


3. Coincident extrameningeal tuberculosis 
(Table 5). 


4. C.S.F. sugar level (Table 7). 


N.B.—The figures for I/T Streptomycin group were not available. 


12 1 
(93) (7) 


3 3 
(75) (34) (66) 


3 — 


(100) 


5. C.S.F.. proteins level (Table 8). 
6. C.S.F. total cell count (Table 10). 
7. C.S.F. differential cell count (Table 11). 


When these factors are analysed groupwise, 
certain important conclusions could be drawn in 
relation to the corticosteriod therapy. 

It can be easily seen that whereas these factors 
influence the prognosis uniformly in all the 
groups, the extent of their influence varies in 
different groups. This is particularly true with 
the group of cases receiving prednisolone therapy. 
It was found that in spite of the advanced stage 
of the disease, fundus abnormalities, low C.S.F. 
chloride level and negative tuberculin reaction on 
admission, the prognosis in the steroid-treated 
cases, was not as bad as that of the other two 
groups. 

On the-other hand one finds that the magni- 


tude of the effects of factors such as mental condi-- 


tion on admission and serial tuberculin reactions 
are almost the same in both groups of cases, e.g., 
those who had received chemotherapy, with or 
without intrathecal streptomycin and those who 
had _ received chemotherapy with corticosteroids. 

The implications drawn from our study are 
simple. By far the best clinical guide to the 
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prognosis is the mental condition ‘on admission. 
Serial Mantoux study is equally important. 


These factors are so important that, even in the * 


face of corticosteriod therapy, the influence of 
these factors became evident. In addition, factors 
such as the stage of the disease on admission, 
fundus abnormalities, C.S.F. chloride level and the 
results of initial Mantoux reaction also exerted 
important influences. The effects of these factors 
can be overcome to a large extent with the aid of 
corticosteroids. « Hence, corticosteroids may be 
indicated in the presencé of these changes. On the 
other hand, factors such as age and sex of the 
patient, extrameningeal tuberculosis and sugar, 
protein and cell content of C.S.F. have no or minor 
influence on the prognosis. : 


SUMMARY 


The results obtained in 80 cases of tuberculous 
meningitis treated entirely with chemotherapy (15 
cases), chemotherapy with intrathecal strepto- 
mycin (25 cases) and corticosteroids orally in 
addition to usual chemotherapy (40 cases) have 
been screened against a number of variable factors. 
The most important prognostic factors obtained 
were the stage of the disease and the mental condi- 
tion of the patient on admission, abnormal findings 
in the fundus, the level of C.S.F. chlorides, and 
initial and serial tuberculin reactions. It was 
further found that tuberculous meningitis could be 
predicted to have entered an irreversible .phase if 
the mental condition on admission could be staged 
as IIIb or IV, and the results of serial Mantoux 
testing were persistently negative. In such cases, 
the recovery rate even in corticosteroid treated 
group was not much different from that of other 
groups. On the other hand, while the prognosis 
was poorer in non-steroid treated cases in presence 
of fundus abnormalities, chloride level in C.S.F. 
below 500 mg. per cent and initial negative tuber- 
culin -reaction, under ‘similar condition, it was 
better in the steroid treated cases. ‘Thus these 
changes could well be said to indicate a reversible 
stage of the disease where corticosteroids could be 
used with advantage. 
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CHRONIC PULMONARY EMPHYSEMA 


H. GANGULI, mb. 
Calcutta 


Chronic pulmonary emphysema is an insidiously 
developing, progressively increasing, chronic, dis- 
abling disease of middle life, with distressing 
symptoms, which often taxes the therapeutic 
resources of the physician. 

The major defects in the pathological physio- 
logy of this disease are in most instances a com- 
bination of bronchiolar obstruction due to broncho- 
spasm, accumulated bronchial secretions, mucosal 
oedema, allergic or inflammatory, and overdisten- 
sion, with loss of pulmonary elasticity. The result 
is increase in the work of breathing with reduction 
in pulmonary ventilation. 

The aetiology of pulmonary emphysema is 
obscure. Chronic bronehitis is the most frequently 
associated condition. Bronchial asthma sometimes 
accompanies it. Recently it has been suggested 
that tobacco smoking may be an important pre- 
disposing cause of pulmonary emphysema. 

Dyspnoea is the earliest, most characteristic and 
often the most distressing symptom. Cough is not 
only troublesome at times but damaging as well. 
It tends to increase the rate of development of 
pulmonary emphysema. Expectoration is variable. 
In most cases the sputum is mucoid and scanty. 
In cases with bronchial asthma it is thick, viscid 
and more difficult to expectorate than the sputum 
which is yellow or greenish purulent-looking in 
patients who have bronchial infection. 

The hyperresonant percussion note, encroach- 
ing on the cardiac and hepatic dulness, the dimi- 
nished breath sounds and the prolonged expiration 
ate the characteristic signs. The rales and rhonchi, 
when present, indicate bronchitis and wheezing 
sounds bronchial asthma. 

There are no definite radiological signs of 
chronic pulmonary emphysema but the following 
findings are suggestive, viz., widening of the rib 
spaces, elevation of the ribs and clavicles, depres- 
sion of the diaphragm and increased translucency 
of the lung parenchyma. 

A serious complication often encountered in 
patients with severe emphysema is respiratory 
acidosis or an increase in the carbon dioxide con- 
tent of arterial (not venous) blood, being preci- 
pitated by infection, increased work of breathing 
or the administration of oxygen. The clinical 
manifestations are chiefly neurologic. Disturbances 
of consciousness such as drowsiness and coma are 
common. Muscular movements such as fine tremor 
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Clinical Abstracts: 
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Ther. Gegenw. Germany Prof. Oo. H. Arnold, M.D. 
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of the facial muscles and intermittent jerking of 
the fingers and arms are a characteristic feature of 
carbon dioxide narcosis. Cor pulmonale is a late 
complication of severe forms of chronic pulmonary 
emphysema. Clinically, the diagnosis is establish- 
ed by the demonstration of right heart enlargement 
with or without failure. 

The diagnosis of advanced emphysema is 
evident from the physical examination of the 
patient but its detection in less advanced instances 
is often overlooked. 

When the disease is well developed the pulmo- 
nary changes become irreversible. If broncho- 
spasm is recognised before excessive hyperinflation 
is evident and treatment is undertaken before 
pulmonary respiratory decompensation has develop- 
ed further progression of the disease may be 
arrested. 

Prevention must start some years before the 
condition becomes disabling. Patients with 
bronchospasm of whatever cause should be 
diligently managed. Avoidance of respiratory 
irritants especially tobacco smoke and _aller- 
gens must be enforced rigidly. In younger patients 
a careful search for extrinsic allergic factor to 
which the patient may be hypersensitive is to be 
made and if found he should be desensitised against 
it. Im older people in the absence of extrinsic 
factor, treatment is to be made on the basis of 
bacterial allergy, with increasing doses of vaccine 
made from pyogenic micro-organisms obtained by 
sputum culture. If benefit is pronounced subse- 
quent courses of treatment judiciously planned may 
avoid recurrence of symptoms. Chronic cough 
whatever the cause must be controlled. Every case 
of bronchitis must be treated properly and should 
not be allowed to persist long. The persistence of 
bronchial irritation is damaging in the long run ; 
the most likely damage being emphysema late in 
life. The patient with beginning emphysema 
should never be encouraged to lose weight even if 
he is obese. Fat within the abdomen assists in 
maintaining pressure on the diaphragm and hence 
facilitates expiration. Change of climate at a very 
early stage and change of occupation early in life 
should be considered. 

In the absence of specific therapy, the treatment 
is partly supportive but mainly symptomatic. 

Diet should be properly adjusted. Fats are 
poorly tolerated by patients with emphysema. 
Increased dyspnoea follows larger meals. The 
patient should take smaller meals at frequent 
intervals, five or six times a day. 

Dusty occupations and industries producing 
irritant fumes are better avoided. 

An equable climate, less than 2,000 feet above 
sea level, is recommended. 
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CHRONIC PULMONARY EMPHYSEMA—GANGULI 


Bronchodilator therapy—Bronchospasm is more 
or less constantly present and needs relief. This is 
achieved in most patients by the use of broncho- 
dilator drugs such as ephedrine, aminophylline and 
adrenaline. Ephedrine hydrochloride or sulphate 
in the usual dose of 16 to 60 mg. (} to | gr.), 3 
times daily is often effective in mild cases of 
bronchospasm. For its prophylactic effect it may 
be continued for a long period. The drug may 
give rise to such side-effects as nervousness and 
sleeplessness and in older patients with prostatism 
urinary retention. It is contra-indicated in coro- 
nary artery disease. Tolerance to ephedrine is 
generally acquired fairly rapidly, its effectiveness 
often begins to decline by the end of the second 
week, interruption of treatment for 3 or 4 days 
restores its previous responsiveness. Aminophyl- 
line (theophylline ethylenediamine) affords pro- 
longed relief in mild and moderate cases of 
bronchospasm in doses of 200 to 300 mg. (3 to 5 
gr.), 3 times a day. It should be given after 
meals to avoid local side-action of gastric discom- 
fort, nausea and vomiting. ‘Tolerance to this drug 
develops more slowly than ephedrine. When the 
drug islong continued for its prophylactic effect a 
cumulative action may take place with an increase 
in adverse side-reactions. These can be prevented 
by temporarily withdrawing the drug for a few 
days. In severe cases of bronchospasm intravenous 
injection of 250 mg. (4 gr.) aminophylline in 10 ml. 
(150 minims) of water, repeated in 15 to 30 minutes 
if necessary, produces marked relief. This injec- 
tion should be made very slowly over a period of 
8 to 10 minutes to avoid serious cardiovascular re- 
actions. Similar effect may be obtained by giving 
600 mg. (10 gr.) of aminophylline dissolved in 30 
ml. (1 oz.) of water as retention enema. Combina- 
tions of ephedrine with aminophylline may be used 
to increase their therapeutic effectiveness. Adre- 
naline may be injected subcutaneously in doses of 
0°3 to 0°5 ml. (5 to 8 minims) of a 1 in 1000 solu- 
tion, and repeated at intervals of 15 to 30 minutes, 
for the relief of acute paroxysmal attack of 
bronchospasm. Side-effects such as tremor, palpita- 
tion and excitability may occur. Tolerance may 
develop. This hypodermic medication has largely 
been supplanted by the oral inhalation of the drug. 
01 ml. (2 minims) of a 1 in 100 solution is nebu- 
lised, by compressing the hand bulb of a De Vilbis 
no. 40 model nebuliser 4 to 6 times. ‘The treat- 
ment may be repeated after a few minutes if requir- 
ed. Isoproterenol hydrochloride (isupren) is a 
more powerful bronchodilator than adrenaline. 
For the relief of bronchospasm it may be used as a 
sublingual tablet in 10 mg. (1/6 gr.) dose, not 
more than 3 times a day and at an interval of not 
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less than 3 hours. A common side-effect is 
tachycardia. 

Expectorant therapy—Accumulation of bron- 
chial secretions is common. Their presence pro- 
vokes paroxysms of coughing which serve to 
accentuate the spasm of the tracheobronchial 
passages. Adequate elimination of the retained 
secretions has to be made by drugs as well as by 
drainage. Potassium iodide is one of the most 
valuable drugs ‘employed in the treatment of 
pulmonary emphysema for relieving bronchial 
spasm and altering the thick tenacious sputum to a 
thinner secretion which is more easily expectorated. 
The dose recommended is 0°3 g. (5 gr.) 4 times 
daily after meals. Tolerance seldom develops. 
Side-effects include painful swelling of the salivary 
glands and skin eruptions requiring its withdrawal. 
It should not be given in pulmonary tuberculosis. 
In conjunction with potassium iodide, potassium 
arsenite solution (Fowler’s solution) in doses of 
0°2 ml. (3 minims) 3 times a day after meals has the 
reputation of relieving bronchospasm and is still 
employed with benefit in the treatment of chronic 
emphysema. 

Bronchial drainage—This is facilitated by put- 
ting the patient to bed on an inclined plane with 
foot end elevated. It is carried out for one-half to 
one hour, 3 times daily. Postural drainage in 
order to be fully effective should be used in com- 
bination with bronchodilator and expectorant 
therapy. 

Antibiotic theraby—Pulmonary emphysema is 
most frequently associated with chronic bronchitis 
which is predominantly of infectious origin. The 
infection, usually of the bronchioles, produces obs- 
truction of their lumen by chronic inflammatory 
changes.” An attempt should be made to control 
the infection which is possiblé in many cases by 
the administration of suitable antibiotics. The 
broad-spectrum antibiotics are the drugs of choice. 
Tetracycline (achromycin), chlortetracycline (aureo- 
mycin) and oxytetracycline (terramycin) are equally 
effective. Side-effects are diarrhoea, nausea and 
vomiting. Diarfhoea is most frequent with oxy- and 
least frequent with tetracycline itself. Nausea and 
vomiting can be avoided by giving the drug in 
small doses at frequent intervals. The acute 
exacerbations of the chronic infection are treated 
with tetracycline in doses of 250 mg., every 4 
hours, by mouth for 7 to 10 days. For the treat- 
ment of the chronic infection tetracycline in doses 
of 500 mg. daily by mouth should be continued for 
several months. For the long-term treatment of 
chronic infectious bronchitis peniciflin by mouth in 
a dosage of 1 million units twice daily may be given 
a trial, provided no allergic reaction to the drug 
has been previously found. 


Hormonal theraby—ACTH and adrenal corti- 
costeroids afford a more complete and continuous 
relief of bronchospasm than adrenaline and amino- 
phylline. In addition, they exert anti-inflamma- 
tory as well as anti-allergic effects and reduce the 
mucosal oedema of the tracheobronchial air pas- 
sages. The drug of choice is prednisone or pred- 
nisolone, both of which are equally effective and 
have the advantage over other members of this 
group in not causing salt and water retention. In 
acute exacerbations of bronchospasm in the course 
of chronic emphysema, 40 to 80 mg. prednisone a 
day, in 4 divided doses by mouth, gradually re- 
duced to a daily maintenance dose of 10 to 20 mg. 
by the 14th day is recommended. Patients on 
maintenance therapy should be given intramuscu- 
lar injection of corticotrophin gel 60 mg. every 
fortnight. Long continued medication may give 
rise to adverse reactions such as features resembling 
Cushing’s syndrome. The drug is contra-indi- 
cated in peptic ulcer, diabetes mellitus and active 
pulmonary _ tuberculosis. Prednisone therapy 
should be reserved for those cases in which all pre- 
vious therapeutic measures have been found to be 
inadequate to cope with the patient’s dyspnoea. 
Even in long-term prednisone therapy the con- 
ventional bronchodilator and allied drugs should 
be continued in order to reduce the dosage of 
the steroid hormone to a minimum. 

Oxygen therapy—Inhalation of oxygen is in- 
cated when severe dyspnoea, cyanosis and tachy- 
cardia occur during the course of the disease. It 
should be given continuously by nasal catheter 
and the flow rate gradually increased to avoid 
coma. The initial rate of administration is | litre 
per minute for the first 24 hours, with an increase 
of 1 litre per minute every other day until a flow 
rate of 7 litres per minute is attained. After a 
week or two with satisfactory restoration of cardio- 
respiratory compensation’ a gradual decrease in the 
administration of oxygen is made by lowering the 
flow, 1 litre per minute every other day, until 
the patient is returned to an air atmosphere. The 
rubber catheter should be greased every six hours. 
During oxygen therapy the administration of seda- 
tives is withheld to avoid respiratory acidosis. 

Sedation and _ relaxation—Mild sedation is 
desirable for inducing adequate rest. Chloral 
hydrate is the drug of choice. It may be given in 
doses of 0°5 to 1°0 g. (8 to 15 gr.) in 30 ml. (1 oz.) 
of water orally or by rectum every 8 to 12 hours. 
When heavy sedation becomes necessary to termi- 
nate intractable bronchospasm, 60 to 90 ml. (2 to 
3 oz.) of ether dissolved in an equal amount of 
olive oil may be given rectally as a retention 
enema. This usually produces restful sleep with 
good relaxation for 2 to 4 hours. The patient 
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must be watched during sleep and his airway pro- 
perly maintained. Morphine is dangerous, and 
barbiturates and paraldehyde are undesirable. 
Meperidine hydrochloride (pethidine) should be 
used when patients become refractory to other 
forms of bronchodilator therapy. Its use in pro- 
per dosage under close supervision is recommended 
as an excellent method of obtaining bronchial re- 
laxation in special instances. The dose is 50 mg. 
intramuscularly, or 100 mg. orally. The drug may 
be repeated after 6 to 8 hours. The risk of caus- 
ing addiction to the drug is a serious disadvantage. 

Breathing exercises—As a result of impairment 
of elastic recoil of the lungs, serious impairment 
of diaphragmatic function takes place. Attempts 
should be made to enhance diaphragmatic breath- 
ing and restore the recoiling activity of the lung. 
Elevation of foot of the bed serves to shift the 
weight of the abdominal viscera against the dia- 
phragm and thus to assist expiration. This may 
be employed during rest periods and at night. 
Lying supine, placing the hands on the abdomen 
and directing all attention to firm contraction of 
the rectus muscles during exhalation and trying 
to empty the lungs as completely as possible may 
help in the restoration of diaphragmatic function. 
This may be practised repeatedly to the point of 
mild fatigue followed by periods of rest, continu- 
ing for 15 to 30 minutes. A full inspiration is to 
be taken followed by a slow expiration against the 
pressure induced by constricting the lips (as in 
whistling). This is a convenient method of 
breathing exercise and may be repeated many 
times. 

Other measures—The use of respirators, chiefly 
those providing intermittent positive pressure for 
inspiration, has been found to be effective in many 
instances. 


CASE NOTES 


LYMPHADENOPATHY IN A CASE OF 
INDIAN KALA-AZAR 


P. C. SEN GUPTA, D.pHIL. (CAL) 
AND 
ANJALI CHATTERJI, B.s. 
School of Tropical Medicine, Calcutta 


It is well recognised that variations occur in the clini- 
cal features of visceral leishmaniasis in different endemic 
areas of the world (Editorial, 1960). Leishmania 
donovani is demonstrable in the lymph glands by punc- 
ture in some cases of Chinese kala-azar and more fre- 
quently in African and Mediterranean forms of the 


disease but not in Indian cases. While lymphadeno- 
pathy may not be unusual or rare in African and Medi- 
terranean forms of the disease, Indian kala-azar is usually 
not accompanied by enlargement of lymph glands (Napier, 
1946). Christophers (1904) noted that lymph glands 
draining the normal skin did not show L.D. bodies but 
those draining a skin lesion showed scanty parasites. 
De (1934) found a small number of leishmania-contain- 
ing reticulo-endothelial cells in a lymph gland draining 
an inflamed area in 1 out of 26 cases of kala-azar examin- 
ed post mortem. He was of the opinion that parasitised 
histiocytes were usuallly not found in the lymph glands, 
submucous coat of the intestinal tract and organs and 
tissues other than the liver, spleen and the bone marrow 
unless there was a local inflammatory reaction. Recently 
an Indian child showing lymphadenopathy was admitted 
into the Hospital for Tropical Diseases, Calcutta, under 
the care of one of us (P.C.S.G.). The notes of this case 
are presented below : 


CasE REPORT 


S., Indian female aged 10 years, a resident of 
Calcutta, was admitted into the Hospital for Tropi- 
cal Diseases, Calcutta on 17-8-60 for irregular fever 
associated with weakness and emaciation, duration ~ 
6 months. She also complained of inability to see 
properly at night. About one year previous to the 
present attack of fever, the patient had suffered 
from fever that lasted for about 3 weeks. She 
was in fair health till the onset of the present 
attack of illness six months ago. The patient 
came from a family belonging to the low-income 
group and could afford only a little fish or milk 
once or twice a month at the most. Her food ~ 


usually consisted of rice, dal soup, and a little. ; 


vegetables. 


There was no history of any other illness in 
the past and the family history was non- 
contributory. 

On examination the patient was found. 
emaciated (weight 374 Ib.), anaemic and slightly 
icteric. The conjunctiva was muddy in colour. 
She had a temperature of 100°F ; P/R was 120/26. 
The spleen was enlarged to 2” and the liver to 
34” below the costal margin. There were signs 
of bronchitis on the right side. No other abnor- 
mality was detected. 

Blood : Haemoglobin 68 g./100 ml.; RBC 
2:3 million/c.mm.; PCV 20 per cent; WBC 
4,250/c.mm.; neutro. 56 per cent, lympho. 30 
per cent, monocyte 14 per cent, eosinophil nil. 
Aldehyde test: +++ ; Antimony test: + ; Com- 
plement fixation test for kala-azar: serum anti- 
complementary ; van den Bergh test: direct de- 
layed positive ; bilirubin content 1°5 mg. per 
cent. Urine: no abnormality, Faeces: giardia 
cysts and trichuris ova present. Ilium purcture 
smear: Leishman-Donovan bodies + + +. 


ihe 
: 
giv 
“iM 
a . 
e | 
| 
i 


33 j. INDIAN M. A., VOL. 36, NO. 1, JANUARY i, 196i 


Skiagram of the chest : no abnormality detected. 

Course—The patient was put on daily injections 
of sodium stibogluconate on 23-8-60 and the fever 
came down to normal on 27-8-60. The patient 
appeared brighter but on close inspection it be- 
came apparent that she had rather prominent 
glands in the submaxillary region. On palpation 
it was found that the lymph glands in this region 
were enlarged. But there was no gross sepsis in 
the mouth. It was then noted that the posterior 
occipital gland on the left side and the axillary 
glands and the inguinal lymph glands on both sides 
were enlarged, as also the epitrochlear gland on 
the left side. This gland felt about 3” in 
diameter along the long axis. The other glands 
were about this size or smaller. The epitrochlear 
gland was punctured on 30-8-60 and the next day 
it was removed surgically for histological examina- 
tion. The patient had 8 and 9 injections before 
the puncture and biopsy respectively were done. 

The smear showed the presence of a fair num- 
ber of leishmania form of L. donovani. The lymph 
gland was about 1 cm. in length and showed a 
haemorrhagic area in the capsule. On histological 
examination, there were found many leishmania- 
containing reticulo-endothelial cells and plasma 
cells besides lymphocytes and occasional eosino- 
phils in the areas containing the parasitised histio- 
cytes (Figs. 1 and 2, vide Plate). The gland show- 
ed mild degree of sinus catarrh and reticular cells 
containing pigment. Two small haemorrhagic 
areas caused by the puncture on the previous day 
were readily seen. 

Culture of material aspirated from the lymph 
gland during puncture in N.N.N. medium showed 
heavy growth of leptomonads of L.donovani. 

The patient was treated with two courses of 
injections of sodium antimony gluconate, the total 
dose being 66 ml. of solution containing 100 mg. 
of Sb per ml. She was discharged as cured on 
23-10-60. She had gained almost 10 lb. in weight ; 
the spleen was not palpable and the liver was 
enlarged to }” below the costal margin. The 
haemoglobin was 11°6 g. per 100 ml. of blood and 
WBC 9,700/c.mm. The lymph glands were no 
longer enlarged. 


COMMENTS 


The present case showed enlargement of lymph glands 
in different parts of the body and it was possible to 
demonstrate L.D. bodies in lymph gland puncture smear 
and in histological sections. According to Napier (loc. 
cit.) the lymphatic glands are not sufficiently enlarged 
for puncture and when in an emaciated patient it is 
possible to grip the glands, the findings of lymph gland 
puncture are usually negative. It thus appears probable 
this is the first time that the parasite Leishmania dono- 
vani has been found in the lymph gland puncture in a 


case of Indian kala-azar. The histological changes in the 
lymph gland indicate that parasitised histiocytes were 
not accidentally caught up in a lymph sinus from an 
infected skin area because there were no skin lesions 
in the area drained by the gland. There was consider- 
able local reaction of the type noted in leishmanial in- 
fection in other tissues and in the lymph glands, viz., 
presence of parasitised and non-parasitised histiocytes, 
lymphocytes and numerous plasma cells. The lymph- 
adenopathy was thus essentially due to leishmanial in- 
fection. 

The other features of interest in this case were 
marked hepatic enlargement associated with relatively 
slight enlargement of the spleen—an uncommon but not 
unknown finding and the presence of nightblindness 
which was apparently related to nutritional inadequacy 
in this case and possibly to hepatic disorder associated 
with kala-azar (Sen Gupta et al, 1952). 


SuMMARY 


Mild but widespread lymphadenopathy was found in 
an Indian child, a permanent resident of Calcutta, suf- 
fering from kala-azar. Leishmania donovani could be 
demonstrated in the lymph gland puncture smear and 
there was evidence of leishmanial infection of the gland 
on histological examination. Though the parasite has 
been demonstrated in the lymph glands in African, 
Mediterranean and Chinese forms of the disease, it is 
probably the first time that it has been found in lymph 
gland puncture smear in Indian kala-azar. 
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MULTIPLE PSEUDOCYSTIC TUBER- 
CULOSIS OF BONE IN AN ADULT 


K. S. BOSE, ms. 


Professor of Surgery (Orthopaedics) 
Medical College, Calcutta 


Multiple psendocystic tuberculosis is an uncommon 
manifestation of tuberculosis of the bone. It is a dis- 
tinct entity (Kominis, 1952) and should be differentiated 
from other tubercular involvements of the bone, e.g., 
solitary foci of diaphyseal tubercular osteitis, tuberculous 
dactylitis, Jungling’s disease or osteitis tuberculosa multi- 
plex cystoides. A confusion exists about the exact 
aetiology of Jungling’s disease, for many workers con- 
sider it as a sarcoid manifestation (Ellis, 1940; Sweet 
and Abramson, 1941; Golding, 1950; Alexander and 
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Mansuy, 1950; Komnis, 1952; and Girdwood, 1953). 
Clinton Thomas and Young (1955) from Malaya listed 
34 recorded cases from the literature and added one of 
theirs. It should be noted that all the above mentioned 
cases occurred in children and only one in an adoles- 
cent. Murray (1954) and De Pape (1954) reported addi- 
tional cases. Karlen at Singapore (personal communica- 
tion) reported about a few such cases in children. 

The finding of such a rare condition in an adult has 
so far not been mentioned in the literature and hence 
such a case is reported here. 


Case REPORT 


P. S., male aged 30, working in a big indus- 
trial concern near Calcutta attended the orthopae- 
dic department of the Medical College in April 
1957 with complaints of pain, swelling and limi- 
tation of movement of the left wrist for one year. 
There was pain in the right shoulder for the last 
6 months. He complained of weakness and dete- 
rioration of general health for the last one year. 
He was treated for rheumatism with salicylates, 
aspirin, vitamins and non-specific protein injec- 
tions with no effect. There was no definite history 
of any contact with tuberculosis in the family. 


On examination (24-5-57) the general build and 
nutrition of the patient was considered fair. The 
left wrist joint was swollen with tenderness and 
limitation of movement. Movement of the right 
shoulder was free but there was definite bony ten- 
derness on the upper end of the right humerus. 
Skiagram of the left wrist showed localised cystic 
lesion in the carpus with soft tissue swelling 
(Fig. 1, vide Plate), while that of the right 
shoulder showed a few discrete small radiolucent 
cystic lesions in the upper end of the right 
humerus (Fig. 2, vide Plate), Skiagram of the 
lungs showed prominent bronchovascular mark- 
ings and a definite localised lesion in the left 
upper lobe. The blood picture was normal and 
E.S.R. was 31/mm. Ist hour. The Mantoux test 
was positive in 1/10,000. Biopsy from carpus on 
19-6-57 showed tuberculous granulation tissue with 
a few scattered giant cells. 

During biopsy, curettage of the lesion was 
done properly and the wrist was fixed in a plaster 
of Paris casing in optimum position. 

A full course of antituberculous treatment with 
streptomycin (90 g.), INH (500x100 mg.) and 
PAS was given for 9 months. A sling was given 
for the right shoulder. 

The patient joined work with a painless and 
ankylosed wrist in optimum position and vastly 
improved general health after about a year of 
treatment. He came for regular check-up and is 
now quite fit. 
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DIscUSSION 


Multiple pseudocystic or cystic tuberculosis is a de- 
finite entity which is common in children, specially in 
this country. It is also common in other Afro-Asian 
countries where skeletal tuberculosis is rather common 
(Karlen, 1959). 

Gross malnutrition, unhygienic living condition, pover- 
ty and associated infections may be the cause. The 
pathogenesis may be multifocal in origin. It may follow 
an initial bacteraemia from a primary infection, but it 
is difficult to prove it in man, though it is a constant 
finding in animal experiments (Wilson, 1933). Another 
explanation is that it may be due to an allergic state 
(Wallgren, 1948). 

The arresting feature of this case, apart from its 
occurrence in an adult, was the small cystic involvement 
of the bones of two joints and the good response to 
treatment with antibiotics. Though M. tuberculosis 
was not isolated or cultured from the bone lesion or the 
sputum in this case, the lesion in the left lung, positive 
Mantoux test in high dilution, the histological findings 
of scanty multinucleated giant cells in necrotic granula- 
tion lesion of the bone and healing of bone and lung 
lesion with streptomycin, INH and PAS therapy are 
almost conclusive evidence of tuberculous aetiology in 
this case. 
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OSTEOGENESIS IMPERFECTA TARDA 


S. R. JAIN, mp. anp K. N. SANGHVI, 
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Osteogenesis imperfecta is a systemic disease of the 
mesenchymal tissues of the body. Some of the struc- 
tures derived from the mesenchyna (sclerae, ligaments, 
bones, etc.) are developmentally inferior and exhibit the 
characteristic stigmata of the disease. The common 
stigmata are multiple fractures, blue sclerae and oto- 
sclerosis. Depending upon the age at which the first 
fracture occurs, there are three types described, viz., 
congenita, infanta and tarda. In tarda the first fracture 
is delayed till the age of 5 (Davel et al, 1954). Among 
other terms used for the tarda variety, osteopsathyrosis 
idiopathica is most common. There is usually a heredi- 
tary tendency and it is not unusual to find blue sclerae 
and otosclerosis in other family members, even in the 
absence of fractures. 


REPORT 
A female, aged 30, was admitted in M. Y. 
Hospital on 21-3-60 with complaints of pain in 
both lower limbs, curving of the legs and thighs, 
difficulty in walking and weakness—all of three 
years’ duration. In the beginning she started hav- 


ing constant dull pain in both legs, more so on 
walking and in course of time she noticed bowing 
of legs which gradually increased to the present 


state. Initially, for about a year she could walk 
without a stick but later on only with its help. 
There was no history of trauma. 

Past, personal and family histories—There was 
no history of significant illness in the past. Her 
periods were regular and she had 4 pregnancies. 
The first two children were stillborn at full term, 
while the third and fourth were premature deli- 
veries at 5 months’ gestation. There was no 
history of fracture or deformed bones in her 
family. 

Examination—An average built female, weigh- 
ing 80 lb., height 4 ft. 34 inches, looked normal 
for her age. The skull and upper extremities 
were normal, but the lower extremities showed 
marked bowing of the thighs as well as of the 
legs, more marked in the left thigh and right leg. 
Sclerae of both eyes showed a definite bluish tinge. 
The pulse was 84 per minute, temperature 98°F, 
respiration 20 minute and blood pressure 120/80 
mm. Hg. The spleen and the liver were not 
palpable and the respiratory and cardiovascular 
systems were normal. The ears were examined for 
evidence of otosclerosis, with negative result. 

Investigations—Red blood cell count 42 mil- 
lion/e.mm., haemoglobin value 11°5 g. per cent ; 
leucocyte count 6900/c.mm., with neutrophils 70 


per cent and lymphocytes 30 per cent. Blood 
Kahn’s test was negative. Urine showed faint 
trace of albumin but no abnormality microscopi- 
cally. Stool examination showed no abnormality. 

Blood urea was 20 mg. per cent ; serum calcium 
9 mg. per cent ; inorganic phosphorus 2°3 mg. per 
cent ; alkaline phosphatase 69 Bodansky units ; 
plasma bicarbonates 27 mEq., total urinary calcium 
(on ordinary hospital diet) 160 mg. per cent. 

The skiagrams of both femurs (Figs. 1 and 2, 
vide Plate), both tibiae and both fibulae (Fig. 3, 
vide Plate) showed fractures. The fracture of the 
right femur showed malunion. The pelvic cavity 
looked small and the ramus of the right pubic bone 
also showed a fracture. The skiagram of the skull 
showed prominent vascular markings ; the skia- 
grams of chest, upper extremities, and the plain 
skiagram of the abdomen (for any evidence of 
renal calculi) did not show any abnormality. 

Treatment—After the biochemical investiga- 
tions the patient’s diet was supplemented with two 
seers of milk daily. She was put on calcium 
lactate gr. 20, t.d.s., and massive injection of 
vitamin D, 600,000 units, twice a week for about a 
month. There was no significant improvement in 
the clinical condition of the patient and the blood 
chemistry was repeated. This did not show any 
significant change. 

DISCUSSION 

At the first glance the case appeared to be osteomala- 
cia, because of the involvement of the lower extremities 
in a female of child-bearing age. But the clinical features, 
radiological characters, biochemistry and the follow-up 
of the case did not leave any doubt as to the diagnosis 
of osteogenesis imperfecta. The latter condition is nob 
very uncommon and the tarda type is rather a rarity. 
Besides the rarity of the condition, certain features of 
this case are interesting. In most of the cases of osteo- 
genesis imperfecta tarda described in the literature, the 
age of onset is rarely delayed beyond 16-17 (Brenne- 
mann, 1959; Scott and Stiris, 1953). In Bornebusch’s 
(1940) review of 62 cases of osteogenesis imperfecta 
none of the cases showed the first fracture beyond the 
age of 16. The patient under review was healthy till 
27 years of age, and then disability started gradually. 
The bad obstetrical history is possibly due to a small 
pelvis. Another interesting feature is the involvement 
of the bones of the lower extremities only. Bones of 
any part of the body may be affected, specially in con- 
genita and infanta varieties, because all bones have 
similar chances of strain. However, in tarda type at 
this age it is very likely that only the bones which are 
weight-bearing and are put to maximum strain should 
be predominantly affected as observed in the present 
case. Jagermann (1931) described a similar case. 

SUMMARY 

A case of osteogenesis imperfecta tarda is described. 
Symptoms started at an age as late as 27, and the bones 
of the lower extremities only showed fractures. 
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LATE ONSET OF FRIEDREICH'S ATAXIA 
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Department of Medicine, B. J. Medical College 
Poona 


Friedreich’s ataxia is a heredofamilial, steadily pro- 
gressive, degenerative disease affecting mainly the poste- 
rior columns, dorsal spinocerebellar tracts,- pyramidal 
fibres and the posterior nerve roots of the spinal cord. 

The full clinical syndrome is characterised by : 

(a) An ataxia usually unaffected by closing the eyes, 
and associated with cerebellar signs such as nystagmus, 
scanning speech, dysdiadokokinesis and intention tremor. 
(b) Muscular weakness which may start as a fatigability 
and progress to paralysis. It is associated with loss of 
tone. (c) Impairment of deep sensibility with later loss 
of touch, pain and temperature. (d) Presence of congeni- 
tal abnormalities such as pes cavus and kyphoscoliosis. 
Some have ascribed these to early pyramidal damage. 
(e) Less constant findings are optic atrophy, atrophy 
of hands and cardiac changes leading to congestive car- 
diac failure. 

Incidence—The disease is a rarity with the incidence 
of 0-4 per cent in 15,000 cases seen at the National Neuro- 
logical Hospital, London. It is hereditary and trans- 
mitted both by the male and the female, though the 
nature of transmission is much disputed, e.g., dominant 
(Dressel, 1917), recessive (Friedreich) and both (Brain, 
1925). Sporadic appearance is also well known and was 
first shown by Blocg in 1887. 

Males have a slight predominance over females, 94 out 
of 164 in Holmes series and 68 out of 115 in Socas series. 

As a general rule, cases occur between the ages of 7 
and 15 years. Younger cases have been described very 
often, even at birth (Biro, 1901; Wilson and Bruce, 1954) 
but cases of late onset are very occasional. Wilson and 
Bruce (1954) described one case at the age of 27 and Potts 
(1906) three cases at the ages of 28, 36 and 42. 


Case REPORT 


Recently we had a case of late onset of symp- 
toms. A male aged 30 was admitted for inability 
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to walk and stand for the last two years. The 
complaints started with progressive weakness first 
noticed at the age of 26. For the last one year he 
was unable to sit up in bed. There was no family 
history of similar complaints on either side. 

Clinical examination revealed a well-built male 
with normal intelligence. Pupils were normal, and 
fine horizontal nystagmus was present especially 
marked with upward fixation of the eyeball. 

Tone and power were normal in both the upper 
limbs but the lower limbs showed marked loss of 
power especially in the adductors of thigh and the 
flexors of hip. Co-ordination was grossly impaired 
in all the four limbs and was not affected by 
closure of the eyes. Sensations were normal 
except for the slight loss of vibration and joint 
sensation in the lower limbs. Deep reflexes were 
absent and plantar reflex was extensor. Cerebel- 
lar signs like dysdiadokokinesis, past-pointing and 
rebound phenomenon were noticed. Spine showed 
scoliosis to the right. He had pes cavus. 

The investigations showed normal haematologi- 
cal findings, normal C.S.F., negative V.D.R.L., 
normal x-ray of skull and normal x-ray of spine 
except for mild kyphoscoliosis. The E.C.G. 
showed left ventricular hypertrophy and depressed 
ST segment with inverted T wave. 


COMMENT 

As mentioned previously, late onset of Friedreich’s 
ataxia is rare. It is known that an illness may cause 
the patient to postdate the onset of symptoms, e.g., one 
of Wilson’s cases was unable to walk well in the dark 
since ‘she could remember’, yet attributed her symptoms 
to her menarche. The pathogenesis of the condition is 
believed to be an underdevelopment of the cord which 
allows decay of certain fibres at an earlier or later date. 
It is possible that a milder form of defect causes a later 
onset. The E.C.G. of the case described is typical of 
Friedreich’s ataxia with no cardiac symptoms, The 
family members of the patient did not show any defect. 


SUMMARY 


A case of Friedreich’s ataxia with late onset of 
symptoms and cardiac changes is reported. 
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TUBERCULOUS MENINGITIS 


_ Tuberculous meningitis has recorded a dramatic 
change in its outlook during recent years. It was 
considered to be uniformly fatal before 1948. A 
situation has now been reached when more than 
90 per cent of the cases can be expected to 
survive’. 

The cardinal points in the pathology are: ‘‘a 
dense collar of tuberculous exudate surrounding 
the brain stem, spreading into the sylvian fissure, 
and filling the more anterior of basal cisterns’’*. 
This exudate is responsible for the development 
of common cranial nerve palsies and communicat- 
ing hydrocephalus. Obliterative endarteritis seen 
around the tuberculous foci can lead to infarction 
of the brain tissue. 

Rich and McCordock* have focussed our atten- 
tion on the role of focal caseous plaque in the 
meninges and tuberculoma in the substance of the 
brain, in the pathogenesis of tuberculous menin- 
gitis. By experimental, post-mortem, and patho- 
logical studies, they have proved that immediate 
miliary dissemination of the tubercle bacilli was 
not an essential feature in the causation of the dis- 
ease. Other workers* have also confirmed their 
propositions. 

Early diagnosis of tuberculous meningitis may 
be entirely clinical. The symptoms such as 
malaise, anorexia, fever, constipation, occasional 
headache and vomiting do not have anything 
specific about them except that they are unusually 
persistent”. Neck rigidity may be absent. How- 
F. J. W.—Recent Advances in 

Edited by D. Gairdner, 1958, Churchill, London, 

p. 260. 

*SmirH, H.—Tubercle, 37: 273, 1956. 
*Ricw, A. R. and McCorpocx, H. A.—Bull. Johns 

Hopkins Hosp., 52: 5, 1933. 
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ever, obstinate constipation and some fullness of the 
fontanellae must be looked for in the early stages. 

Cerebrospinal fluid changes include: a clear 
fluid which produces a cobweb coagulum, cell 
count 50-500/c.mm., and protein content between 
80-900 mg./100 ml. The tendency to albumino- 
cytological dissociation is more marked in this case 
than in other types of ‘lymphocytic meningitis’. 
Differential cell count reveals monocytosis. As a 
rule, sugar content is reduced to below 40 mg. per 
cent. A fall in the level of fructose early in the 
disease has been claimed to be more diagnostic 
than that of total reducing substances’. The 
classical fall in the chloride level is a delayed 
phenomenon. A reassessment of Levinson’s test* 
revealed it to be positive in over 80 per cent of the 
cases on admission. It could well be taken as a 
guide to the duration of treatment, because it 
would gradually become negative as the patients 
recovered. Study of partition of bromide between 
blood and C.S.F. has also been used as a diagnos- 
tic procedure. Increased penetrance of meninges 
to bromide ions has been demonstrated’. 

Isolation of tubercle bacilli from the C.S.F. has 
been highly unsatisfactory, especially in the hands 
of Indian workers*. Recently, application of 
electrophoresis of C.S.F. for the isolation of the 
bacilli has yielded hundred per cent results’. This 
method demands further study. 

One of the investigations recently employed in 
tuberculous meningitis is air encephalography"’. 
Sifontes et al" recommended it when the progress 
of the patient was unsatisfactory. A normal 
encephalogram usually indicated a better outlook 


with poor prognosis. 


*Symers, D. A.—Tubercle, 38: 268, 1957. 

* Misra, S. S., Saxena, K. M. anp Misra, R. M.—J. 
Indian M. A., 31: 480, 1958. 

Tayior, L. M., SMiTH, H. V. anp Hunter, G.—Lancet, 
1: 700, 1954. 

* Berry, J. N. anp Supnepar, B. J.—J. A. Physicians 
India, 191, 1957. 

* Hrazprra, C. L.—Tuberculosearzt., 12: 355, 1958. 

SMITH, H. V. AND VoLiuM, R. L.—Brit. M. Bull., 10: 
140, 1954. 

™ Srvontes, J. E., Sorpm10, S. V. R. anp LINCOLN, E. 

M.—J. Pediat., 50: 695, 1957. 


. 
26 


Lorber™* has recently drawn our attention to 
the role of intracranial calcification in the assess- 
ment of the prognosis of cases which have re- 
covered from tuberculous meningitis. Calcifica- 
tion in the basal meninges was of the utmost import- 
ance as opposed to that of calcification in the subs- 
tance of brain. Meningeal calcification was more 
frequently seen if the patient had entered the hos- 
pital in advanced stage, or if he was left with 
neurological sequelae. Six cases out of a total of 
130, who relapsed later, had meningeal calcifica- 
tion, thereby giving indirect evidence of the survi- 
val of live tubercle bacilli in these areas. Besides 
these, other factors of prognostic significance are : 
extremes of age’, stage of disease on admission, 
mental condition on admission’*, presence of 
neurological sequelae including optic atrophy, level 
of sugar and chloride’® in the cerebrospinal fluid. 
A persistently negative tuberculin reaction was a 
bad omen™*. Lymphocyte and monocyte ratio 
in the peripheral blood, if below 5, has been found 
to be associated unusually with bad prognosis’’. 

Chemotherapy alone in mild cases can now 
effect a recovery in over 80 per cent cases. The 
place of intrathecal streptomycin, however, still 
remains to be decided. The Scottish Committee” 
has voted against such form of therapy but their 
conclusions are not beyond criticism. It has been 
rightly pointed out by Lorber’ that no double 
blind trial has as yet been conducted on this aspect 
of the problem. 

Intrathecal use of streptokinase and streptodor- 
nase to dissolve out thick exudates may do more 
harm than good”*. Smith et al*™* have advocated 


** LORBER, J.—Am. Rev. Tuberc., 78: 38, 1958. 

* American Trudeau Society—Ibid, 70: 675, 1954. 

™“ Tayor, K. B.—Tubercle, 35: 126, 1954. 

** Weiss, W., EISENBERG, G. M. H. F.— 
J.A.M.A., 164: 947, 1957. 

** Tayior, L. M., SmirH, H. V. anp R. L.— 
Tubercle, 34: 296, 1953. 

** Misra, S. S. AND Kanna, B. K.—Quoted in J. Indian 
M. A., 36: 13, 1961. 

“* Scottish Trial Committee Rep.—Lancet, 273 : 756, 1957. 

** LORBER, J.—Ibid, 1: 1149, 1954. 

** Editorial—Brit. M. J., 1: 1315, 1957. 

SmiTH, H. V., R. L., L. M. 
Taytor, R. B.—Tubercle, 37: 301, 1956. 
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the use of intrathecal P.P.D. to achieve the same 
objective. This agent could be used only if (a) 
diagnosis was confirmed by isolation of T.B. or a 
recent miliary spread, (b) the patient responded as 
a positive reactor to 100 T.U. of P.P.D. given intra- 
cutaneously, and (c) no signs of cord compression 
were present. The results achieved by these 
workers have been fairly good, but one has to 
remember that extensive hospital facilities for 
neurosurgery must be available before this form of 
therapy can be brought into practice. 


On the other hand, corticosteroids have also 
been advocated in the treatment of this condition. 
The results obtained in corticosteroid-treated cases 
have been extremely encouraging, so much so that 
in one series** 97 per cent survival rate has been 
reported. Intrathecal use of hydrocortisone has 
also been advocated”, but as yet no controlled 
trial to confirm or refute its utility has been con- 
ducted. It is important to remember that electro- 
lyte disturbances similar to those met with in 
Addisonian crisis have been described in tuber- 
culous meningitis*. A case with severe hypo- 
natraemia and hypokalaemia has been described”. 
This case, responded satisfactorily only when corti- 
costeroids were added to the therapeutic regimen. 
This might very well form another pharmacologi- 
cal basis, besides the anti-inflammatory, anti-aller- 
gic and replacement actions, for the use of corti- 
costeroids. However, corticosteroid therapy is not 
without hazards”. 


Optic atrophy following tuberculous meningitis 
has been one of the dreaded complications. Nico- 


tinic acid may effect a recovery in some of the 


cases”” **, 


2? Coccur, C.—Am. Rev. Tuberc. Suppl., 74: 209, 1956. 

A. F., Anyarta, T. D. AND Partku, S. K.— 
Indian J. M. Sc., 11: 304, 1957. 

* Doxrapis, S. A., Go_DrincH, M. K. aNnD PHriLpott, M. 
G.—Brit. M. J., 1: 1406, 1954. 

ARBLASTER, P. G. AND T. P.—Tubercle, 
38: 348, 1957. 

** Tanpon, R. N. AND KHANNA, B. K.—J. Indian M. A., 
33: 369, 1959. 
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PRESIDENT’S COLUMN 


SHORTAGE OF DOCTORS 


Dr. H. N. Shivapuri, President, Indian Medical Asso- 
ciation, issued a letter to the Editor, The Times of India, 
on 11-11-60 in reply to a leading article published in 
that paper a few days earlier. The following is from 
Dr. Shivapuri’s letter published in The Times of India 
dated 18-11-60 under Readers’ Views—ED.,]. Indian M. A. 


There is said to be a shortage of doctors in 
our country and on that plea, propaganda has been 
launched for restarting the Licentiate Course. It is 
not clear how the restarting of this course will 
reduce the so-called shortage of doctors in our 
country. Even if the course is restarted, it will 
not produce any doctors before a minimum period 
of four years, possibly more, as before a Licentiate 
Course is started proper institutions will have to be 
built and necessary teaching staff and equipment 
provided. This means time and _ additional 
expense ; and by the time these institutions are 
ready to produce licentiates, the large number of 
medical colleges (about sixty) that have already 
been started will also be producing medical 
graduates in large numbers. 


The propaganda for restarting the Licenciate 
Course is, therefore, no solution to the problem of 
vacant rural dispensaries. Where then lies the 
remedy? Let us for a moment consider why the 
dispensaries are lying vacant. There is no dearth 
of doctors even today. The main problem is the 
problem of wages. The various State Governments 
do not want to pay a living wage to the medical 
man. A medical course is long and very expensive. 
A medical graduate is usually about twenty-seven 
or twenty-eight years’ old when he is ready to join 
service. In other services, the usual age is about 
twenty-three or twenty-four. Therefore the paying 
of a proper wage to a medical man is very 
important. 

There is no guarantee that even a licentiate 
will go to a rural area under the present conditions 
of service. There are no living quarters and no 
educational facilities for his children. The real 
reason for rural dispensaries lying vacant is not a 
shortage of doctors but the absence of proper 
facilities and poor wages. If these can be adjusted 
there will be no shortage of doctors. 


* * * 


Another important reason for the dispensaries 
remaining vacant is bad planning and poor co- 
ordination * * *. The Indian Medical Association, 
the All India Licentiates’ Medical Association and 
the Medical Council of India are all unanimously 
opposed to the revival of the Licentiate Course and 
will oppose such a retrograde step tooth and nail. 
There is no such course anywhere else in the 
civilised world. A rural life is no less valuable 
than an urban one and there is no justification for 
sending a less qualified doctor to rural areas. 


GENERAL PRACTICE DIGEST 
TREATMENT OF POLIOMYELITIS 


The medical treatment of poliomyelitis is best dis- 
cussed under three headings, viz., (1) immunisation 
against poliomyelitis, (2) treatment of mon-paralytic 
attack, and (3) treatment of paralytic poliomyelitis. 


IMMUNISATION AGAINST POLIOMYELITIS 


The Salk vaccine contains all three types of virus 
which have been grown on kidney tissues of the monkey 
and inactivated by formalin. It contains a mineral oil 
adjuvant. The vaccine is administered in three doses— 
the first and second doses are given at intervals of a 
month and a third booster dose six months later. 

The Salk vaccine is expensive and needs three in- 
jections. It does mot prevent alimentary infections 
(which may infect others) and is ineffective in halting an 
epidemic. In this respect Koprowski’s avirulent type II 
(Lansing) vaccine, and Cox’s avirulent trivalent vaccine 
offer improvements. Both of them can be given orally; 
they are inexpensive and can be given in one dose, even 
during an epidemic. They have been administered 
safely to about half a million children in Mexico, 
U.S.S.R. and Malay. 


TREATMENT OF NON-PARALYTIC POLIOMYELITIS 


During an epidemic of poliomyelitis, all children with 
trivial cold, fever and headache should be put to bed at 
once and this should be continued for one week after 
the temperature has come down to normal. The patients 
and their immediate contact should try to avoid physical 
exercise, operations and all sores of infections for one 
month. These measures are intended to reduce the 
chance of non-paralytic cases developing paralysis. 


TREATMENT OF PARALYTIC POLIOMYELITIS 


I. TREATMENT OF THE UNCOMPLICATED CASE : 


The patient should be confined to bed at the earliest 
evidence of paralysis, if this has not already been done. 
A case should not be transferred to a hospital unless 
there is difficulty in breathing or swallowing or involve- 
ment of the deltoid (which presages involvement of the 
diaphragm) or there are evidences of a severe attack, 
such as continuous high fever or toxaemia. 

The limbs should be put in the neutral position by 
means of pillows and the feet should be dorsiflexed with 
the help of boots with a cross bar, or a board at the 
foot of the bed. Children require light splints, other- 
wise they may not rest. To avoid claw hand, the fingers 
should be folded over a ball in the palm of the hand, the 
the thumb being kept at right angles to the palm. If the 
abdominal and trunk muscles are paralysed, a bed with 
a hard board and good alignment of the trunk is essen- 
tial. 

Pain and spasm of muscles can be relieved by re- 
peated small movements of the limbs, by supporting 
pillows and by hot wet packs applied four times a day. 
Aspirin, gr. 10, four times a day, is very useful in re- 
lieving the pain. 


i 
; 


Adhesions are likely to form readily in immobilised 
joints. Therefore, after the first week, each of the joints 
should be moved through its full range of movement—at 
first once and later twice a day. The application of hot 
packs before performing the passive movements con- 
siderably relieves any pain and spasm which might res- 
trict such movements. 


Il, MANAGEMENT OF COMPLICATIONS : 


(a) Diaphragmatic and intercostal paralysis—If the 
patient becomes breathless on talking or he cannot count 
up to twenty in one breath, he needs a_ respirator. 
Other indications for a respirator are a rising blood 
pressure, a vital capacity below 50 per cent, a reduc- 
tion of the tidal air to 250 ml. at each breath, and a 
value of alveolar CO, over 60 per cent. 

The collar of the patient in a respirator should not 
be very tight, otherwise venous congestion will be pro- 
duced. The rate should be adjusted at 18 per minute 
and the pressures at +10 and —10. The patient should 
be taken out of the respirator four times a day for atten- 
tion to his back and toilet, the spine hyperextended and 
flexed and forcible deep breaths given to prevent fixa- 
tion of the chest and back. Artificial respiration is 
necessary during the patient’s stay outside the respirator. 

The hazards of the respirator includes atelectasis 
which occurs in 25 per cent of cases, and is manifested 
by a shift of the apex beat. Atelectasis is treated by 
bronchoscopic aspirations. Other risk is an excessive 
water and electrolyte loss due to the heat inside the 
respirator. 

(b) Bulbar paralysis—Adequate postural drainage, 
tube feeding, and maintenance of the respiration are 
important considerations in this condition. The patient 
should lie in the semi-prone position with the foot end 
of the bed raised by at least 18 inches. The mouth 
could be kept open, so that saliva can trickle out, and 
suction applied from time to time to clear the air 
passages. 

During the first 24 hours or until the temperature 
becomes normal, intravenous fluids are necessary. For 
a child of 30 kg. an adequate intake will require 1,800 
ml. of 10 per cent glucose in water, 600 ml. of 0°85 per 
cent sodium chloride in water or 1,200 ml. of 0-3 per cent 
potassium chloride in 10 per cent glacose. A total of 
3,600 ml. of water, 300 g. of glucose, 48 mEg. of 
potassium and 96 mEq. of sodium should be given in 
24 hours. The rate of administration of the fluid will 
depend on the specific gravity of urine. The bedside 
estimation of chlerides by Fante’s test (on an optimum 
5 to 7 g of chlorides per litre per day should be ex- 
creted) should be done. After 7 to 8 days, administra- 
tion of intravenous fluids should be replaced by tube 
feeding. 

Tracheotomy is indicated when cases with difficulty in 
swallowing develop difficulty in breathing. This is due 
to bilateral adductor paralysis or combined bulbar and 
diaphragmatic paralysis. The latter type also requires 
cuffed tracheotomy tube, with packing of the nasopharynx 
—respiration being maintained either by a tank respira- 
tor or by an intermittent positive pressure one. ‘The 
cuff of the tracheotomy tube has to be relaxed every 
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hour throughout the 24 hours, or a stricture of the 
trachea may occur. 

The main disadvantage of prolonged intermittent 
positive pressure respiration is a fall in the venous re- 
turn and circulatory embarrassment. This is avoided by 
using a respirator which introduces a negative phase. 

The tracheotomy tube may give rise to a polyp. This 
should be looked for in every case. 

(c) Fluids and electrolyte disturbances—In cases 
treated in a respirator, the insensible loss of water may 
increase to 3,000 ml. (normal 1,500 ml.) due to fever 
and hyper-ventilation. Polyuria of low specific gravity 
may double the normal basic output of 1,000 ml, in 24 
hours. Excessive sweating may occur in a tank respira- 
tor, with fluid loss of 2,000 ml. a day. There may also 
be vomiting resulting in depletion of sodium, potassium 
and chloride. Fluids and electrolytes can be replaced by 
intravenous or oral route. 

The basic requirement for a child weighing 30 kg. 
has been mentioned above, but extras should be added 
for vomiting. The specific gravity of urine should be 
1010—1020, with a chloride content of 5—7 g. per litre. 

Overhydration produces headache, vomiting, convul 
sions and polyuria, and underhydration produces pyrexia. 
Potassium deficit causes oligaemia, muscle weakness and 
electrocardiographic changes. Sodium and chloride re- 
tention produces oedema, and a drop in the intracellular 
sodium. 

(d) Central disturbances of respiration—Irregular, 
rapid, shallow, incoordinated respiration or grouped 
breaths with an apnoeic pause indicate a central dis- 
turbance of respiration, and may result from anoxia or 
extension of bulbar poliomyelitis. Treatment includes 
tracheotomy, followed by artificial respiration with 
oxygen. The centre usually recovers and artificial res- 

piration can be discontinued after a week. 


(e) Aspiration atelectasis and associated infection— 
These may be prevented and treated by a semi-prone 
position, tapping the chest, frequent changes of posture, 
suction and bronchoscopic toilet. Oxygen and antibio- 
tics should be added to the above treatment schedule. 

(f) Pulmonary oedema—This results from cardiac 
damage from anoxia or a virus infection of the heart 
muscle. As blood transfusions and large amounts of 
intravenous fluid precipitate pulmonary oedema, these 
should be avoided, if possible. Pulmonary oedema is 
treated with adequate oxygenation, preferably with one 
of the anti-foaming agents and intravenous amino- 
phylline, 0-1 to O5g. in 50 per cent glucose. 

(g) Asphyxia, bradycardia, hypertension and hypoten- 
sion—These are due to involvement of the medullary 
centres by anoxia or by the poliomyelitis virus. 

Hypoxia produces bronchial constriction. This can 
be relieved by ephedrine sulphate by mouth and amino- 
phylline parenterally in 50 per cent glucose. A clear 
airway and arrangement for a respirator are essential. 

Bradycardia is self-limited and requires no treatment. 
If it.is associated with other evidences of excessive para- 
sympathetic activity, a vagal blocking drug (banthine or 
antrenyl) may be given intravenously and repeated in 50 
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For associated gastro-intestinal bleeding a 


minutes. 
stomach tube has to be passed and necessary drug is 
given throngh the tube. Atropine is contra-indicated as 
it thickens the secretions. 


Haematemesis requires blood transfusion. 


Hypertension and hypotension may be produced by 
brain-stem poliomyelitis—the pressure rising and falling 
precipitously. Hypertension is treated by parenteral ser- 
pasil, 80 to 125 mg. in 24 hours—one quarter of the 
dose being administered immediately. Ganglion blocking 
drugs are not used because the hypertension is often 
followed by a drop of pressure. Hypotension and peri- 
pheral circulatory failure should be treated promptly by 
a noradrenaline drip, 4 mg. in 500 ml. of 10 per cent 
glucose. Such an infusion may be required for days or 
weeks. Blood transfusions should not be used for peri- 
pheral failure of central origin, because pulmonary 
oedema may ensue. 


(h) Myocarditis—Impaired cardiac . function may be 
produced by factors like anoxia, hypokalaemia, hyper 
calcaemia, viral invasion of the myocardium and hypo- 
tension. This is manifested by muffling of the heart 
sounds, triple rhythm and electrocardiographie changes. 

The patient with poliomyelitis is very sensitive to 
digitalis. Hence digitalisation should be undertaken 
with. caution—a small initial dose should be gradually 
increased. 


—From an article by E. P. Bharucha, 
Indian J. Pediat. 27: 331, 1960. 


CURRENT MEDICAL LITERATURE 


Response to Treatment of Chronic Cardiac Failure 


Many studies have been made of the haemodynamic 
disturbances in congestive heart-failure. Selzer and Mc- 
Canghey have now investigated cardiac function in 
patients in whom heart-failure had been brought under 
control by medical treatment. 50 patients with disease 
of the left ventricle were studied. In the majority 
ischaemic heart-disease and hypertension were the 
underlying disorders; but a minority had aortic-valve 
disease, and 3 had “idiopathic myocarditis’. The 
patients were studied by cardiac catheterisation when 
symptoms and signs of cardiac failure had disappeared 
and a full response to diuretics had been obtained. 

The circulatory abnormalities fell broadly into two 
categories. In one, the indirect left atrial pressure (pul- 
monary capillary venous ‘“‘wedge” pressure) was normal 
at rest, indicating a normal left ventricular end-diastolic 
filling pressure; while in the other the indirect left 
atrial pressure at rest was persistently raised, suggest- 
ing persistence of left ventricular failure. Where the 
left atrial pressure was normal the cardiac output was 
either normal (judged by an arteriovenous difference of 
less than 5-5 vol. per cent) or reduced. With the output 
normal the pulmonary arterial and right atrial pressures 
were usually also normal or nearly so; but when 
the output was low the pulmonary vascular resistance 
was’ usually high. The response to exercise was almost 


always abnormal, the pulmonary arterial pressure rising 
without a commensurate rise in output—indicating an in- 
crease in pulmonary vascular resistance with effort. 

The patients with a persistently raised left atrial 
pressure after treatment were regarded as having chronic 
left ventricular failure. In some of them the cardiac out- 
put was normal or close to normal, and mild passive 
pulmonary arterial hypertension was present, pulmonary 
vascular resistance being normal. But in others the pul- 
monary vascular resistance was raised, sometimes 
grossly, and in such cases increased right atrial pressure 
suggested right in addition to left ventricular failure. 
In all 50 cases the cardiac output was inversely related 
to pulmonary vascular resistance, and when the latter 
exceeded 300 dynes/sec./cm.-* (3-7 units), the cardiac 
index was less than 2-5 1./min./m. 


Selzer and McCaughey conclude that failure of the left 
ventricle responds to therapy in three ways: first, the 
cardiac output, the ventricular filling pressure, and there- 
fore the left atrial pressure, return to normal at rest, 
but the response to exercise remains abnormal indicat- 
ing impaired functional reserve; secondly, the ventri- 
cular filling pressure returns to normal at rest but the 
cardiac output remains low; thirdly, the resting cardiac 
output returns to normal but the left ventricular filling 
pressure and left atrial pressure remain raised at rest. 
In this third group the pulmonary vascular resistance 
rises and may contribute to right ventricular failure and 
tricuspid insufficiency, which tend further to reduce the 
cardiac output. Probably the left atrial and pulmonary 
venous hypertension are followed by pulmonary arte- 
riolar vasoconstriction, as has been postulated in mitral 
stenosis. In the cases studied the nature and severity 
of the haemodynamic disturbances were unrelated to 
the aetiology, duration of symptoms, and severity of 
cardiac failure; and, as might be expected, many 
patients with satisfactory clinical recovery from failure, 
and with little disability, had severe haemodynamic 
abnormalities. 


These findings suggest that restriction of effort, car- 
diotonic drugs, and possibly diuretics should be conti- 
nued after apparently full clinical recovery; for the myo- 
cardium requires additional support to cope with the 
extra work entailed by physical exertion. The impor- 
tance of effectively reducing left ventricular end-diastolic 
pressure by adequate treatment is obvious for this will 
prevent an increase in pulmonary venous pressure, pul- 
monary oedema, and pulmonary arteriolar constriction, 
with reduced cardiac output and eventually right ventri- 
cular failure. Digitalis, by its stimulant action on the 
ventricular myocardium, has been shown to improve 
myocardial function and reduce left ventricular filling 
pressure. Consequently left atrial and pulmonary venous 
pressures fall, and the raised pulmonary vascular resist- 
ance is reduced, so that the cardiac output increases. 
It is clear from this work that digitalis should be con- 
tinued after clinical recovery from left ventricular failure 
in sinus rhythm; and it is worth remembering that theo- 
phylline ethylene diamine (which can be given in sup- 
pository form, or by mouth as choline theophyllinate) 
may also be of value in improving myocardial function. 
(Annotation, Lancet, 2: 357, 1960). 
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Flexor-Tendon Ruptures in the Forearm and Hand 


Boyes, J. H., Witson, J. N. anp Sirs, J. W. (J. 
Bone & Jt, Surg., 42A : 637, 1960) from New York give in 
the following lines the summary of their observations : 

Eighty ruptures of flexor tendons, occurring over a 
thirteen-year period in the fingers in seventy-eight 
patients, were studied. The tendons involved were the 
flexor digitorum profundus, flexor digitorum sublimis, 
and flexor pollicis longus. 

The majority of ruptures occurred in young patients, 
suggesting that degenerative changes accompanying 


ageing were not directly responsible for rupture. 


The force producing the rupture was often slight, 
indicating that some underlying factors had already 
predisposed the tendon to rupture. 


Flexor-tendon tuptures were found to occur most fre- 
quently after crushing injuries, lacerations, hyperexten- 
sion injuries, and as the result of forced fiexion against 
resistance. In 67-9 per cent of the tendons, these rup- 
tures were found at the insertion or musculotendinous 
junction. In 31-9 per cent, they occurred within the 
tendon substance. 


Hyperextension injuries most often produced ruptures 
at the insertion. Lacerations and crushing injuries were 
also frequently followed by rupture of a flexor tendon 
at its insertion or elsewhere within the finger. Ruptures 
resulting from forced flexion against resistance produced 
injuries at the tendon insertion, except in those instances 
where the tensile strength of the tendon had been 
decreased by pathological changes. In 20 per cent of 
all the ruptures, pathological changes in the tendon 
accounted for rupture and in nearly all of the tendons 
with these changes the ruptures occurréd in the palm, 
carpal tunnel, or wrist. 


It is emphasised that surgical treatment is often un- 
necessary. Surgery is essential only when flexor func- 
tion has been severely compromised or lost. 


Basic Surgical Principles of Ureteral Repair 

Weaver, R. G. (Surg. Gynec. & Obst., 110: 594, 
1960) from the Departments of Anatomy and Surgery, 
College of Medicine, University of Utah, Salt Lake City, 
in presenting the ten surgical principles governing the 
diseased or injured ureter writes: 

The laboratory background has been explained and 
the surgical application of these principles represent a 
composite of the work done by the investigators and 
urologists. 

The principles involved include the following: (1) 
Immobilise the healing ureter. (2) Leave the splint in 
situ long enough for healing to take place . (3) Use the 
type of splint which is applicable to the case. (4) Do 
not substitute a splint for a carefully placed suture 
line. (5) Use different methods of treating the defects 
for different sites. (6) Use of fat cushion in the pre- 
sence of periureteral inflammation. (7) Do not transect 
the ureter. (8) The complete defect heals poorly. 
(9) Suture the ureter loosely with fine sutures. (10) Drain 
the operative site. 
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Endocrine Ophthal legi 

Scuuttz, R. O. Van ALLEN, M. W. F. C. 
(A.M.A. Arch. Ophth., 63: 217, 1960) from the Depart- 
ments of Ophthalmology and Neurology, State Univer- 
sity of Iowa and the Sections of Ophthalmology and 
Neurology, Veterans Administration Hospital, Iowa City, 
write that they have found ophthalmoplegia of varying 
degrees in 14 per cent of 165 patients with thyrotoxi- 
cosis. 

The extraocular muscle weakness appears to be re- 
lated to thyrotoxicosis rather than to exophthalmos, both 
in time of onset and in response to therapy. Approxi- 
mately 50 per cent of the patients with ophthalmoplegia 
experienced return of normal eye movements following 
control of thyrotoxicosis, and this occurred in spite of the 
fact that proptosis increased following the use of radio- 
active iodine. 

None of our observations support the contention that 
the ophthalmoplegia of thyrotoxicosis is secondary to 
exophthalmos per se. 

The superior rectus and inferior oblique muscles are 
most prominently involved in thyrotoxic ophthalmoplegia. 

Myasthenic symptoms in addition to the ocular mani- 
festations occurred in 3 of 23 patients with ophthalmo- 
plegia and thyrotoxicosis. The ocular muscle weakness, 
as well as the generalised signs of myasthenia disappear- 
ed with control of the thyrotoxic state. 

Electromyographic studies in thyrotoxic ophthalmo- 
plegia were consistent with true myopathy. 

Electromyography done during the acute phase of 
nontoxic, congestive exophthalmos, in one case, showed 
a neuropathic pattern, A biopsy of the external rectus 
muscle revealed essentially normal muscle tissue. 


Ocular Findings in Cystic Fibrosis of the Pancreas 


Bruce, G. M., Denninc, C. R. anp Spaiter, H. F. 
(A.M.A. Arch. Ophthal., 63: 391, 1960) from the Insti- 
tute of Ophthalmology and the Babies Hospital of the 
Presbyterian Hospital and the Departments of Ophthal- 
mology and Pediatrics, Columbia University, College of 
Physicians and Surgeons, in reporting on ophthalmologic 
abnormalities in 24 cases of cystic fibrosis of the pan- 
creas with moderate to severe pulmonary involvement 
observe : 

All patients included in this study revealed charac- 
teristic findings in the ocular fundi, which comprise 
varying degrees of venous engorgement and oedema of 
the disc, marked in some instances by haemorrhages and 
in others by cystic changes in the macula. 

Factors common to all patients studied were severe 
pulmonary insufficiency and elevation of gamma globu- 
lin content of serum and cerebrospinal fluid. Six of 
fifteen patients examined had elevated venous pressure, 
three of ten patients examined had elevated cerebro- 
spinal fluid pressure. Only 2 of 24 patients had a signi- 
ficant degree of carbon dioxide retention. Seven of 
eighteen patients had a prolonged prothrombin time. 
Normal amounts of macroglobulins were present in all 
sera. 

The immediate aetiologic and prognostic significance 
of these findings is being investigated further. 
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CURRENT TOPIC 


PUBLIC HEALTH EDUCATION AND RADIATION 
HAZARDS 


M. G. CANDAU 
Director-General, World Health Organisation 


There exists today in many countries a remarkable 
interest in health questions related to ionising radiation. 
An4 in the face of modern developments this concern 
is easily understandable. Radiation, radio-activity and 
atomic energy present a very great and rapidly growing 
challenge in public health. 

What is often not realised, however, is that more 
is known today about ionising radiation than about 
almost any other important environmental or indus- 
trial hazard. A great deal of experience and informa- 
tion on the effects of radiation on human beings has been 
accumulated. X-rays and radium have been used in 
medicine since the turn of the century; and a great 
deal has been learned from other sources, such as 
through the unfortunate early experiences with radium 
in the luminising industry. 


BIRTH OF ATOMIC ENERGY 


Against this background of knowledge, deepened by 
research in radiobiology and the metabolism of natural 
and accelerator-produced radionuclides, atomic energy 
was born some 18 years ago. From the health point of 
view, the birth of the atomic energy industry was 
unique, because from the very beginning there existed 
a realistic appreciation of the very great potential health 
hazards which would accompany it. It was realised that 
large amounts of radiation would be involved, that new 
types of radioactive elements would be produced and, 
more important, that the creation of vast quantities of 
radioactivity would be associated with uranium fission 
on a large scale. There was an awareness that ex- 
ceedingly great precautions would have to be taken for 
health protection. 

The new atomic energy developments stimulated a 
marked intensification of studies on the biological effects 
of radiation and the behaviour of radioactive materials 
in the environment and in the body. And so over 
the years we have built up a relatively substantial 
understanding of radiation health problems. 

Even in the realm of a very low level irradiation, 
where our knowledge is most meagre, we are not at a 
complete loss. We know that since the beginning of 
his life on this planet man has been bathed in cosmic 
radiation and exposed to the gamma rays from natural 
radioactivity in the earth’s crust; he has been inhaling 
the natural radioactivity of the atmosphere, and been 
bombarded by the alpha and beta particles and gamma 
radiation from the radioactive elements of his own 
body tissues. We know something about the intensity 


* Text of an address at a meeting held by the Royal 
Society of Health, London, and reproduced from the 
Journal of the Royal Society of Health (80: 3, 1960). 
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of this natural radiation and its fluctua- 
this provides us with a valuable yardstick 
to compare our newer man-made sources 


and nature 
tions. And 
with which 
of radiation exposure. 

We are keenly aware of our need for much more 
complete and fundamental knowledge in the field. That 
we can in fact evaluate and take into account radiation 
hazards more adequately than we can many others con- 
nected with modern life is an indication not of any 
truly deep understanding of radiation but of our ignor- 
ance in regard to other everyday industrial and environ- 
mental hazards. 


WIDESPREAD USe OF RADIATION 


If the radiation problem with which we are con- 
cerned stemmed simply from atomic energy activities, 
the matter would not be so difficult. Actually, the pub- 
lic health concern is very much wider. While it in- 
cludes atomic energy, it is related more generally to 
the widespread, diffuse and rapidly expanding use of 
X-rays, radioactive material and other sources of 
ionising radiation in all sorts of activities—in agricul- 
ture, mining, atomic energy, industry, medicine, college 
and universities and various other enterprises both large 
and small. The use of radiation and radioactivity is 
part of everyday life in many countries and is becoming 
more so all the time. 

Because the problems are varied, many different 
disciplines are involved. The disposal of radioactive 
waste from laboratories, hospitals, industries and atomic 
energy installations clearly involves sanitary engineer- 
ing. Accidents in industrial and atomic energy in- 
Stallations or in the transport of radioactive materials 
may provide urgent and very complex public health pro- 
blems, calling for assistance from many groups of 
workers. 

Economically valuable uses of radioactivity cannot be 
safely introduced or exploited in any country unless 
there is sound preparation of health safeguards, and 
unless the public health authorities and personnel have 
the awareness, competence and preparation to fulfil their 
responsibilities in both routine and emergency situa- 
tions. The same is true for atomic energy developments. 
It has become necessary today for physicians, public 
health officers, nurses, sanitary engineers, health educa- 
tionists, industrial hygienists and other groups concern- 
ed with health to know much more about radioactivity, 
ionising radiation and atomic energy. 


Pusiic HEALTH EDUCATION 


How is public health education and training in this 
field best handled? Surely no single way is adequate. 
One of the most characteristic features of radiation 
health is the degree to which the physical and biological 
sciences must together be brought to bear on the ques- 


tions involved. This interdisciplinary nature of the 
field presents special difficulties in connection with 
training. 


The person broadly competent in radiation health 
must be soundly based in physics, biology, chemistry 
and medicine. It is unrealistic at the moment to ask 
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for large numbers of such individuals in any country. 
Access to such competence, however, is necessary. The 
bulk of radiation health work in practice is carried out 
by persons from different training backgrounds. This 
is an area characterised by close co-operation and team 
work between physicians, engineers and physicists. It 
is a composite field, made up of many approaches and 
activities, dealing with a wide spectrum of problems. A 
very real structure and unity does exist, however, and 
nowhere is this more clear than in public health. 

The educational! roots lie far back in the undergraduate 
curriculum, where scientific foundations are laid and 
where any artificial division between the physical sciences 
and biology ‘must be bridged. Radiation medicine and 
radiation pathology should be taken fully into account 
during the course of professional training in any modern 
medical school and the graduating doctor should have 
a basic understanding of these questions. 

Special training is required at the post-graduate level. 
It is here that both the details and the broad public 
health view must be developed. Here radiation health 
takes real form as its various aspects fall imto per- 
spective. 

One of the constantly recurring complaints about the 
medical curriculum is that it is overcrowded and lacking 
in coherence. The enormous increase during the past 
generation in the subject matter of scientific medicine 
has raised issues which are difficult to solve. In the 
undergraduate curriculum, there is a potential danger 
that the introduction of too many subjects will lead the 
student into acquiring a mere smattering of knowledge 
without any depth or real understanding. 

The selection of subjects is increasingly difficult, be- 
cause each expert teacher is naturally anxious to secure 
as much time as possible to present his own material, 
and is not inclined to show any great solicitude for his 
colleagues who are equally anxious to push their own 
subjects. Yet this knot must somehow be united and 
a compromise reached. What are the principles on 
which we should progress towards this aim? 


The first point is that new knowledge, which is of 
importance to the health of people in the future and 
can be effectively applied to prevent risks, must some- 
how receive priority. In many academic institutions, 


the undergraduate curriculum is admittedly over- 
crowded with detail; but it is not enough simply to 
meet these difficulties by reducing the quantity of facts 
poured into the student from all sides. 


The second point is that it would be no solution 
merely to withdraw the teaching of the basie sciences 
and introduce a whole series of disconnected bedtime 
stories about antibiotics, cardiac surgery or the hazards 
of radiation. One of the essential requirements is to 
link every subject of vital importance with one at least 
of the fundamental sciences. In other words, teaching 
must be structurally connected, so that each subject 
has a foundation on which it can stand. 


Two Spectra, Courses 


The World Health Organisation has given specific 
attention to the question of training in radiation health. 
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I wonld like to refer here especially to two studies of 
expert committees in the education field: one (Wld. 
Hith. Org. techn, Rep. Ser., 154: 1958) dealt with post- 
graduate training in the public health aspects of nuclear 
energy; and the other (Wid. Hith, Org. techn. Rep. Ser., 
155: 1958) examined the introduction of radiation 
medicine into the undergraduate curriculum. It would 
be logical to take the basic undergraduate course first. 

As we become increasingly aware of the load al- 
ready placed on the shoulders of the undergraduate 
student in medicine, nursing and the allied professions, 
we can find a place for the new knowledge only by 
some revision of the existing curricula; and in each 
case we must ask ourselves what will have a real value 
for the student in later professional life. To take as 
an example the medical course, on what matters of 
public concern and anxiety will the family doctor be 
expected to give advice and establish confidence? It 
is clear that in the preliminary period of education, 
some further emphasis must be laid on the concepts 
of fundamental science. Basic physics at this stage is 
a rich source for illustration, and, as the Expert Com- 
mittee pointed out : 


“The recent advances in nuclear physics are among 
the most revolutionary developments in thought that 
have been experienced by our generation, and a gene- 
tal acquaintance with them must therefore form an 
essential part of the education of every cultured per- 
son.” 

The Expert Committee prepared a brief schedule of 
topics recommended to be included in a _ pre-clinical 
course in physics. I lay some stress on this because, 
with minor variations, it would apply to training for 
other professional workers in the health field, especially 
when reinforced by practical illustrations suited to the 
individual professions such as nursing or sanitary en- 
gineering. The principal items are: 

(i) the mature of radiations, and their relation to 
the structure of matter; 

(ii) physical, chemical and biological effects of 
radiations, with particular reference to their technical 
applications in medicine and their injurious effects on 
somatic and germ cells; 

(iii) detection and measurement of radiation; instru- 
ments and units; 

(iv) natural sources 
external)’; 

(v) artificial sources of radiation—apparatus for the 
emission of ionising radiation, and radioactive isotopes; 

(vi) chemical properties of some elements with im- 
portant radioactive isotopes, such as germanium, rubi- 
dium, strontium, xenon and caesium, whose stable iso- 
topes are unfamiliar in biochemistry; 

(vii) the principal applications of radiations in bio- 
logy and medicine; 

(viii) the more important radiation hazards, aspects 
of protection and prevention. 

When training passes into the more strictly profes- 
sional phase, a progressive deviation in the material 
of teaching may take place. Some subjects are of such 
universal importance to an understanding of the pro- 
blem that they should be dealt with specifically. The 
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most important of these are genetics, radiation phy- 
siology and relevant aspects of biochemistry. 


It is not for me to go into the clinical period in 
the teaching of medicine or nursing, or the corres- 
ponding advanced training of the sanitary engineer. 
Enough to say that both the personal and the genetic 
risks of radiation must be emphasised, and that a sound 
practical knowledge of protective measures must be 
fully understood. The essential point is that the mem- 
bers of the health team will be asked questions by a 
public brought up on the fodder provided by the daily 
newspapers, television and cinema. What is more, the 
student must be taught by illustrations which will 
enable him to “go one better” than the lay press in 
meeting public needs and allaying unnecessary fears. 
If his own teaching is skilfully reinforced by visual 
aids, experiments and visits to actual installations, he 
will be well equipped to speak with authority. 


We ought not to underestimate the critical force of 
public opinion, even in an age which takes so many of 
its emotions in a kind of two-dimensional way. When 
it comes to a crisis, the ignorant will be found ont, 
and the people will follow the lead of knowledge. 


When we come to the post-graduate period, the pro- 
blem of training is in some respects simpler. Before 
very long all students who have passed through pro- 
fessional training in the field of health will have 
acquired some general knowledge of radiobiology. In 
all branches of public health study they will be equipped 
to handle the more strictly public health challenge of 
radiation. 


Four INSTRUCTIONAL LEVELS 


In post-graduate teaching the Expert Committee re- 
cognised four instructional levels. At each level they 
considered the subjects under five main headings: phy- 
sical principles; biological principles; applications of 
radiation, radioisotopes and nuclear energy; hazards; 
and protection. It would be well worth while for those 
who are concerned with planning courses to examine 
these four levels, as they can be applied to staff mem- 
bers of a health department who have difficult respon- 
sibilities and different backgrounds of experience. 


At the first level there would be an orientation 
course, suitable as a basic course for all types of health 
personnel who do not necessarily have specific duties 
to perform in regard to radiation. It would consist of 
about six to eight lectures, linked as far as possible 
with other teaching subjects. Emphasis would be laid 
on the practical aspects of hazards and protection. This 
course would be designed for industrial and general 
nurses; hospital administrators; health educators; and 
sanitarians. 


At the second level an introductory course would be 
appropriate as a basic curriculum for industrial medical 
officers, sanitary engineers and inspectors, and biostatis- 
ticians; and as a further course for medical and vete- 
rinary officers who were not expected to have any 


special responsibility in radiation. It might occupy 
about 60 hours if given during full-time graduate studies, 
or two weeks if designed as a special concentrated 
course. In addition to lectures, opportunity would be 
given for group discussions and practical exercises. 
Instruments and equipment would be shown, as well as 
specially designed films. 


The advanced course would be designed for medical 
officers with a definite responsibility in radiation and 
atomic energy activities; industrial and sanitary en- 
gineers; physicists in the health and hospital services; 
and biostatisticians. The duration would be approxi- 
mately 120 hours if given during regular graduate studies 
or weeks as a special concentrated class. Both academic 
and practical work would be included, and arrange- 
ments made for field visits. 


The specialist course is much more high powered and 
is intended for persons with professional backgrounds in 
science, engineering or medicine who will have special 
responsibilities in the radiation field or atomic energy. 
The Expert Committee did not recommend a specific 
duration for the course, but it clearly had in mind at 
least an academic year of full-time graduate studies. A 
specialist course of this kind would be quite unsuitable 
for short-term concentration. 


NEEDs 


Another feature of the specialist course is that it 
might have to be planned on a more or less individual 
basis to meet the special needs of restricted groups. 
Some of these would undoubtedly have to concentrate 
on experimental work in their own spheres, and both 
laboratory work and practical training would have to 
be arranged accordingly. 


It should be borne in mind that post-graduate train- 
ing cannot be considered in isolation from either under- 
graduate training or the general education of the public. 
All the members of the staff of a public health depart- 
ment are likely to have to deal with some aspect of 
radiation or nuclear energy. Public health workers will 
also be responsible in varying degrees for making re- 
commendations to their authorities on the health and 
safety aspects of ionising radiation and radioactivity. 


The health officer will be responsible for assessing 
the effects of radiation exposure on the general popula- 
tion not directly concerned with handling and using 
radioactive materials He may well be the first source 
of information and advice on the health and safety of 
workers engaged in work connected with radiation. 
Secondly, the health officer will be called upon to advise 
on the safe use of radiation, including x-rays for both 
diagnosis and treatment, and in its use in industry. The 
sanitary engineer will also be concerned with levels of 
radioactivity encountered in the environment. Other 
members of the public health team will be charged with 
the duty of public information and, it may be, soothing 
the apprehensive and over-excited. 


For all these purposes, it is essential that the post- 
graduate training of the public health officer should pro- 
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vide information on which he can teach and act, and 
deal with emergencies. He must be an authority on all 
the community implications of atomic energy, and no 
less on the negative aspects, such as protection of hos- 
pital staffs, of industrial workers, and of the community 
as a whole in the event of local accidents or major 
catastrophes. 


In view of all these considerations, the comprehen- 
sive training of the health officer and the potential mem- 
bers of his team becomes of outstanding importance. 
The principal members of this team are the medical 
officer of health, the public health nurse, the sanitary 
engineer and colleagues in environmental sanitation. 
This does not cover the list of those who require train- 
ing in radiation health; one immediately thinks of in- 
dustrial hygiene workers, veterinary public health 
officers, and laboratory and other technical personnel. 
There are many other grades of health workers who 
have important duties in this connection. One should 
make special reference to those whose function it is 
to educate public opinion, to provide authentic know- 
ledge and at the same time help to dispel irrational 
anxieties. This is not merely a technical function, but 
a problem of supporting moral and spiritual strength. 


In this short paper, I have tried simply to do two 
things, and much of the detail of teaching in radio- 
biology has had perforce to be omitted. First, I have 
attempted to give some indication of the constantly en- 
larging interests of the World Health Organisation in 
the entire sphere of radiation and the health aspects 
of atomic energy. I have also tried to make it clear 
that my subject has been limited to the health aspects 
of teaching and practice, without attempting to range 
widely over the general field. In the second place, I 
have tried to show the essentials of a series of teaching 
programme recommended by our experts. Their work 
is very recent and their standing, both in public health 
and in the medical aspects of radiation and atomic 
energy, is very high indeed, 


We in the World Health Organisation rely a great 
deal upon the system of bringing together, for a period 
of perhaps a week or ten days, groups of experts in 
specific subjects. We make special efforts to get their 
advice on the subjects of tomorrow rather than the 
findings of yesterday. I know well that you all realise 
the great and urgent importance of studies of this kind, 
and the need for all members of the public health pro- 
fession to be kept thoroughly informed on pertinent 
developments in the rapidly moving health sciences. 
It is only in this way that they can win confidence and 
prevent complacency on the one hand, and the equally 
dangerous panic on the other. 


The whole situation has been summed up very well 
by Shakespeare with his usual masterly touch : 

If it be now, ’tis not to come; if it be not toa come, 
it will be now..,.the readiness is all. (Hamlet, V. ii. 
232).—_WHO Chronicle, 14: 379, October 1960, 
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NOTES AND NEWS 


New WMA Consultant 


Dr. Louis H. Bauer, Secretary General of the World 
Medical Association since 1948, will become Consultant 
to that organisation on January, 1961. Dr. Bauer has 
been closely associated with organised medicine since 
1929. Dr. Heinz Lord of Barnesville, Ohio, will succeed 
Dr. Bauer as Secretary General of The World Medical 
Association. 

The XVth General Assembly of The World Medical 
Association will be held in Rio de Janeiro, Brazil, Sep- 
tember 15-20, 1961. 


Rehabilitation of Leprosy Sufferers 


Early detection and treatment of leprosy may pre- 
vent the deformities which brand the leprosy patient for 
life and make it difficult for him to be accepted in so- 
ciety as a normal member of the community even after 
he has been cured. This opinion was expressed at the 
Scientific Meeting on Rehabilitation in Leprosy held in 
Vellore in the last week of November (21-29 November). 

Sponsored by the World Health Organisation, the 
Leonard Wood Memorial (American Leprosy Foundation) 
and the International Society for the Rehabilitation of 
the Disabled, the meeting was attended by top-ranking 
scientists and plastic and orthopaedic surgeons from a 
number of countries including India, Japan, Mexico, 
Philippines, U.K., and U.S.A. The World Health Organi- 
sation was represented by Dr. R. H. Bland, Assistant 
Director, Health Services, Services, South East Asia Re- 
gional Office, New Delhi, and Dr. J. Gay Prieto, Chief 
of Leprosy Section, W.H.O. Headquarters, Geneva. Dr. 
James A. Doull, Medical Director of the Leonard Wood 
Memorial, Washington, U.S.A., was elected Chairman. 

A report adopted by the meeting said that while an 
exact estimate of the prevalence of leprosy was impossible 
at present, 10 ‘million cases in the world was probably a 
conservative estimate. Of these, fewer than 5 per cent 
could be accommodated in existing institutions. The 
vast majority were living in their own homes and pro- 
bably not more than 20 per cent were receiving treat- 
ment of any kind. The second WHO Expert Com- 
mittee on Leprosy had estimated that 25 per cent of all © 
leprosy patients suffer from some degree of physical 
disability. 

As a means of accelerating progress in rehabilitation 
the meeting strongly urged that leprosy be studied and 
treated along with other diseases in centres where a 
wide range of medical scientists was available. Leprosy 
research should no longer be carried out only in institu- 
tions confined to leprosy and by leprosy specialists who 
do not have the assistance of basic scientists and experts 
in other fields. In addition to strengthening leprosy 
research this would have a great psychological advantage. 
It was felt that as long as the medical profession con- 
tinued to treat leprosy separately from all other diseases 
the public could hardly be expected to believe that it 
was not “a disease apart’’. 

It was recommended that survey be undertaken not 
only to find out the extent of the disease but also to 
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study the manner and time of the onset of deformities 
and their relationship to the stage of the disease, the 
treatment given and the occupation of the patient. 

The meeting discussed the causes and cures of the 
various types of deformities—of hands, feet, face and 
those resulting from bone changes. Facial deformities 
such as collapse of nose, loss of eyebrows and sagging 
face were recognised to be of great significance in the 
rehabilitation of patients. The scientists agreed that 
these deformities were to a large extent preventible and 
in advanced cases much could be achieved by corrective 
surgical treatments. 

The meeting stressed the need for large-scale educa- 
tional and propaganda campaigns to inform the public 
about the facts of the disease. It was felt that wide- 
spread and deep-rooted prejudices with regard to leprosy 
formed the greatest single barrier to rehabilitation. The 
public should be educated to appreciate the fact that 
leprosy is curable and that the deformities which re- 
main after cure do not necessarily mean that the disease 
is still active. 


Rehabilitation agencies in various fields were urged 
to include leprosy patients in their programmes. It was 
felt that the experiences of these agencies in combating 
prejudice concerning physical disability and in mobilis- 
ing professional and public understanding could be a 
great asset in developing futtire leprosy programmes. 

Equal stress was laid on the education of the patient 
himself. He should know what precautions to take and 
what routines to follow to avoid getting deformities. 
Rehabilitation should begin when the disease was first 
diagnosed. Therefore, the doctor or para-medical worker 
in the field must help all patients to adjust themselves 
both to the limitations imposed by the disease and to 
the expectancy of returning to full and normal life. 
It was felt that no rehabilitation programme could be 
a substitute for this basic education given by medical 
advisers. The great majority of patients should com- 
plete their rehabilitation with no other outside help and 
without admission to any institution. 


Treatment of Tuberculosis Patients at Home 


A year of follow-up studies in a tuberculosis control 
project in Madras has strengthened the earlier conclu- 
sions that “‘the results of home treatment by drugs ap- 
proach sufficiently closely to the results of sanatorium 
treatment to suggest that it is appropriate to treat the 
majority of patients at home.” 

The studies—reported in the Bulletin of the World 
Health Organisation, Vol. 23, No. 4-5 (1960)—have been 
carried out by the Tuberculosis Chemotherapy Centre, 
Madras, under the joint auspices of the Indian Council 
of Medical Research, the Madras State Government, the 
World Health Organisation and the British Medical Re- 
search Council. 

When the original report was issued, a year ago, it 
was stated that further information was needed on 
several points. Chief among them were (1) does the 
treatment of TB patients at home, instead of a sana- 
torium, expose their families to any special risk of con- 
tracting the disease? And (2) how would the two groups 


of patients (home and sanatorium) respond to a second 
year of treatment? 

Question (1) is answered by a report on the family 
contacts of the patients admitted to treatment either 
at home or in sanatorium. 

The number of cases of tuberculosis developing in 
the families of patients treated at home was found to 
be no greater than the number in the families of patients 
in sanatorium. 

Furthermore, serial tuberculin tests performed during 
the year did not yield evidence that more tuberculosis 
infection occurred in the contacts of home-treated than 
in the contacts of sanatorium-treated patients. 

Of 26 cases of active tuberculosis which developed 
among contacts 17 were attributed to infection by the 
index (original) case before the start of treatment. Fur- 
ther, 15 of the 26 cases were under the age of five years : 
21 of the cases were under the age of ten. 

The report concludes that the major risk to contacts 
during the year resulted from exposure to the index 
case before diagnosis. Contacts of home-treated patients 
were not exposed to any special risk of contracting the 
disease as compared with the contacts of those treated 
in sanatorium but it must be emphasised that the 
patients were given effective treatment. 

Question (2)—How do home and sanatorium-treated 
patients respond to a second year of treatment ?—is 
answered in a further report, which, after recording 
exhaustive tests, states : 

“It is concluded that, at two years, there was very 
little difference between the patients in whom the disease 
had reached a stage of quiescence following a year of 
treatment at home and those who had reached that 
stage after a year of the same treatment in a sana- 
torium”’. 


International Congress on Diseases of the Chest 


In early September of 1960 some 2000 physicians 
from all parts of the world and their families gathered 
in Vienna to attend the 6th International Congress on 
Diseases of the Chest. The American College of Chest 
Physicians in Chicago is the initiator of these Chest 
Congresses, held in some medical centre once in two 
years. 

Professor Karl Fellinger, head of the 2nd Medical 
Clinic of the University of Vienna, acted as the President 
of the Congress. The Secretary General was Professor 
Anton Sattler. 


From the very outset, the Organising Committee was 
in agreement that the scientific programme should de- 
viate from, or at least supplement the routine Congress 
pattern of endless lectures. Stress was on the co- 
ordination of geographically divergent ideas through the 
free exchange of opinion between specialists from diffe- 
rent countries on very specialised problems, including 
perhaps budding, but not yet print-ready ideas on re- 
volutionary new methods of treatment. With this in 
mind, the scientific secretary, Dr. F. Miczoch, organised 
42 colloquia on very specialised subjects such as e.g. 
the therapeutic problems of cor pulmonale, surgery and 


cardiac arrest, hypothermia, psychosomatic problems 
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in asthma bronchiale, clinically useful classification of 
emphysema, alcohol and tuberculosis, the transplanta- 
tion of organs, etc. No papers were admitted, only pre- 
arranged short discussion remarks, followed by a free 
discussion from the floor. 


The participants from India were numerous and that 
scientifically very interesting contributions came from 
attending Indian physicians. Ranging prominently 
among these were Professor Raman Viswanathan from 
the Chest Institute of the Delhi University, and Pro- 
fessor Yudhvir Sachdeva from Amritsar. Professor Sen 
from Calcutta, unfortunately, could mot come to Vienna 
at the time of the Congress, but he arrived there two 
weeks later and still found good opportunities to con- 
verse with Austrian colleagues. 


An attractive entertainment programme which was 
gone through, including a reception by the Lord Mayor of 
Vienna in the Vienna City Hall, marked the hospitality 
of modern-day Vienna. 

At a meeting of the Executive Council of the 
American College of Chest Physicians during the Con- 
gress it was decided that the next Congress should 
be held in New Delhi in 1963, with Professor Viswa- 
nathan acting as the Secretary General. 

Beit Memorial Fellowship 

The Beit Memorial Fellowships to promote the 
advancement by research of medicine and allied sciences 
in their relation to medicine are available to Indian 
nationals. The next election of junior fellows for the 
award of such fellowships will take place in May 1961. 
Junior Fellowships have successive values of £900, £950 
and £1,000 for three years. Candidates must have taken 
a degree in a faculty of a University approved by the 
Trustees in Her Majesty’ Dominions, Protectorates and 
Mandated Territories, India, Pakistan and the Republic 
of Ireland, or a medical diploma registrable in the 
United Kingdom. Elections to Junior fellowships are 
rarely made above the age of thirty-five years. Appli- 
cations from candidates must be received not later than 
the ist February, 1961. Candidates must submit evidence 
that they can be given accommodation in the Depart- 
ments where they propose to work, which must be either 
in Great Britain or Ireland. Forms of applications and 
other detailed information may be obtained from the 
Secretary to the Government of India, Ministry of 
Health, New Delhi. 


Organism and Human Cells in Space 


Human cells sent into orbit around the earth only 
recently in an American satellite are reported to have 
survived a radiation bombardment caused by a massive 
gas explosion on the sun, by scientists at San Antonio, 
Texas, U.S.A. The cells were in the capsule of the 
Discovery XV satellite which travelled a million miles 
in space between November 12 and 14. 

The capsule was recovered in mid-aid over Hawaii. A 
similar recovery of the capsule of Discoverer XVIII 
which also contained human cells and algae was subse- 
ugently made. 
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A nuclear-physicist at the School of Aviation Medicine 
at San Antonio reported that the capsule of Discoverer 
XVIII had been subjected to unexpectedly heavy radia- 
tion from a solar flare caused by an explosion on the 
sun of near record size. 

The New York Times has reported that living organ- 
isms rocketed into space through the radiation belt 
surrounding the earth had been recovered in a state of 
apparent death and yet were found capable of revival 
in a recent test. 

The organisms—Neurospora, a form of bread mould— 
were carried into space on September 19 in a rocket fired 
from the Navy range at Point Arguello, California, and 
spent 26 minutes inside the inner Van Allen radiation 
belt. 


Public Health Nutrition Seminar 


The seminar of Public Health Nutrition held in Cal- 
cutta in November was opened with a discussion on 
the Role of Human Volunteer Experiment in Solving 
Nutritional Problems by Dr. John Pemberton of WHO 
at the All India Institute of Hygiene and Public Health. 

Dr. R. N. Chaudhuri, Director, School of Tropical 
Medicine, Calcutta, discussed the problems and various 
aspects of malnutrition amongst infants and children. 
From his own experience, he came to the conclusion 
that these were mostly due to protein as well as calorie 
malnutrition. The most vulnerable group was children 
of the age group 6 months to 3 years. 

Shri §. Mukherjee, Anthropologist, All India 
Institute of Hygiene and Public Health, stressed the 
influence of various factors, viz., religions and social 
and taboos on the food habits of the people which in 
turn is mainly responsible for the malnutrition amongst 
the various sections of the people and a thorough study 
of these food habits and their origin was considered very 
important for improvement of nutritional status. 

Dr. N. Bagchi, Associate Professor of Biochemistry 
and Nutrition, All India Institute of Hygiene and 
Public Health, described a vitally important ‘human ex- 
periment’ that was being carried out at the Institute. 
In this country the economic condition of the people 
and other factors did not permit adequate and liberal 
consumption of milk by the children and as a result gross 
malnutrition was prevalent amongst the children of 
low income group. A practical approach to solve this 
problem would be to introduce protein-rich food which 
was easily available within the reach of the people, and 
one such item of food is Bengal gram. He disclosed 
that the children of the age group of 1-5 years were 
fed palatable food prepared from Bengal gram and com- 
pared with similar food made out of skim-milk powder. 
A small group of children was also kept as control. 
After a study of 36 months, it was observed that there 
was no significant difference in the improvement of the 
nutritional status of the children in the two experi- 
mental groups. 

The afternoon session took up the subjects of Epi- 
demiology of Mental Diseases and Psychotherapy in 
Children. Dr. Pemberton gave an elaborate lecture of 
the position of mental health in Great Britain. He dealt 
with problem families in U.K. and tried to bring out 
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the epidemiological factors leading to such conditions. 
According to him, 5000 committed suicide in U.K. 
annually and of them over 3,000 were male. He 
stressed on the point that the epidemiology of mental 
illness was rather uncertain. 

Dr. S. Banerjee, Professor of Psychiatry, R. G. Kar 
Medical College, Calcutta, in presenting the condition 
of mental health in India pointed ont that mental health 
had been neglected in this country although health and 
mind were inter-related. He stressed on the need of a 
survey to be conducted by All India Institute of Mental 
Health to assess the magnitude of the problem in India. 

Dr. N. C. Mukherjee of the All India Institute of 
Hygiene and Public Health dealt with the mental tests 
and psychotherapy in children. 

Earlier Shri S. Ghosh, Inspector of Smoke Nuisance, 
Government of West Bengal, spoke on Smoke Nuisance 
after the subject was initiated by Dr. John Pemberton. 
Shri Ghosh stated that combustion of fuel was linked 
up with the process of normal urban life and therefore 
some nuisance was a problem in Calcutta. Factors like 
incomplete combustion of fuel in the furnace and in- 
efficient utilisation of the energy liberated were respon- 
sible for this nuisance. The Smoke Nuisance Act of 
West Bengal tried to control it through control measures 
like erection of chimney in accordance with approved 
plans and fitting of mechanical stokers for large furngce. 


Andhra Rural University 

The Andhra Rural Education Board, Visakhapatnam, 
invites suggestions from members of the medical pro- 
fession for the proposed courses for the Andhra Rural 
University. The’ courses are to meet the needs of the 
rural people. The post-graduate courses for medical 
personnel comprise training in other systems; practical 
training ; short-term courses in ophthalmology, obstetrics 
and gynaecology. Those for health workers include 
courses for health visitors, midwives and nurses. 
Comments are to be sent to the Secretary at Chodavaram, 
Visakha District, Andhra Pradesh. 


Conference of Pathologists 


Presiding over the 11th annual conference of the Indian 
Association of Pathologists on 1-12-60 in Hyderabad, 
Prof. Edward Gault, of the Christian Medical College, 
Vellore, stressed the need for all-India unification of 
standards for post-graduate training. There were indica- 
tions that it would be achieved in the near future, he 
said. There was a great need for observations, recording 
and deduction in the study of disease in India today. 
In this age, when there was too great a tendency to 
think in terms, of examinations only, they should culti- 
vate that association of experience with youth and en- 
thusiasm. 

Inaugurating the conference, Srimati Masooma 
Begum, Minister for Social Welfare, hoped that the State 
would be in the forefront of medical education, medical 
care and public health services. 

Dr. K. N. Rao, Chairman of the Reception Committee, 
in the course of his welcome address, said the time had 
come for a national council of medical scientists to dis- 
cuss, evolve, plan and to execute the scientific progress 


in medicine and also to raise the standards of medical 


care in the country. 


Conference of Physiologists and Pharmacologists 

Inaugurating the sixth annual conference of the 
Association of Physiologists and Pharmacologists in 
Hyderabad on December 1, 1960, Prof. M. S. Thacker, 
Director-General of the Council of Scientific and Indus- 
trial Research, said that the official “procedures and 
drills” which have been prescribed, were retarding in- 
stead of helping the cause of science. 

Prof. Thacker said that his survey of research deve- 
lopment in this country and the progress made in the 
fields of scientific and technological education, revealed a 
number of lacunae. 

Speaking of the importance of biological sciences, he 
said that only during the last three or four years was 
a real impetus given to them. On the recommenda- 
tion of a committee, appointed for the purpose, they 
had taken a decision to open in the next five years a 
Central Institute of Biological Sciences. 

In conclusion, Prof. Thacker assured the medical 
scientists that in their endeavours they would get the 
fullest support of the Ministry of Scientific Research. 

Mr. D. S. Reddi Vice-Chancellor, Osmania University, 
who presided, said that the two functions of the Univer- 
sity were the dissemination of knowledge and advancing 
the frontiers of knowledge by research. Both these were 
inter-related. A good teacher could not be a good teacher 
unless he was also interested in research. 

Earlier Dr. K. N. Rao, Director of Medical Services, 
welcomed the decision of the conference of Vice-Chan- 
cellors of South Indian Universities that English should 
continue to be the medium of instruction for professional 
and technological studies. 

Prof. R. B. Arora, Honorary General Secretary, Asso- 
ciation of Physiologists and Pharmacologists, read a re- 
port. Dr. M. Y. Ansari, Principal, Gandhi Medical 
College, proposed a vote of thanks. 


J. C. Bose Memorial Lecture on Cancer 


A survey of the geographical pathology of cancer in 
India has yielded valuable information regarding the 
probable aetiology of intraoral, breast and certain epithe- 
lial cancers, peculiar to the people of different States or 
communities in the country, said Dr. V. R. Khanolkar, 
Director, Indian Cancer Research Centre, Bombay, deli- 
vering the 22nd Acharya Jagadis Chandra Bose memorial 
lecture at Bose Institute, Calcutta, on Noy. 30, 1960. 

Dr. Khanolkar dealt with some aspects of the cancer 
problem, which had a bearing on the work being done 
at the Centre for the last several years. Cancer was a 
world problem, and a study of naturally occurring human 
cancers in different people had proved a fruitful field 
of research by providing information not obtainable from 
animal experiments. 

The speaker said that a vital aspect of the cancer 
problem was the treatment of the disease. Surgery and 
atomic radiations were effectively employed in treating 
certain types of cancer. They were of limited value due 
to various causes, such as wide-spread dissemination of 
the primary growth or radio resistance of some tumours. 
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Prescribed by Doctors 
in 108 Countries all over thew¥a 


HADENSA for PILES 


HAEMORRHOIDS, FISSURES and BLEEDING 


HADENSA, recommended by Doctors in 108 
countries, gives prompt and lasting relief from 

‘ Piles, Haemorrhoids and Fissures; relieves pain 
and itching and is an excellent lubricant. 


HADENSA contains no narcotics which may mask 
serious rectal pathology—It is non-staining. 


FORMULA: 
Monochlorcarvacrol ..0.01g.  Oleum bituminosum 0.20 g. 
Menthol B. P. 250g..  Oleum Arachidis 8. P. 18.00 g. 
Adeps Lanae Base ... 79.29.g. 


Only genuine with this mark 


THE WORLD RENOWNED GERMAN PILE REMEDY ij 


CORRECTION OF 
IMPAIRED METABOLISM 


PALATABLE AND WELL TOLERATED 


(ELIXIR) 


ENDORSED 
By over 25 years’ clinical experience 
CONTAINS SUITABLE 
Vitamins A, Bi, C and D eee roan 
Calcium; Phosphorus , bronchial affections, 
and Magnesium. asthenic states, etc. 


\ 


Bottle of 360 c.c. (12 07.) Particulars from : 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 
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SEDO CORODIL 


Spasmolytic and 
Sedative for heart and 
Circulation 


Composition : 
Aminophylline 0.1 G. 
Papaverine hydrochloride 10 mg. 
Phenobarbitone 20 mg. 


Tubes of 20 tablets Bottles of 100 tablets 


MEXYL Laboratories LTD. BERNE- Switzerland 


Sole Distributors : 
KHATAU VALABHDAS & COMPANY 
PHARMACEUTICAL DEPARTMENT, 
indian Globe Chambers, Fort Street, Bombay, 1. 
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cribed by Dr. Khanolkar. 


The latest approach to the treatment of cancer is chemo- 


therapy. The efficacy of alkylating agents and antimeta- 


bolites used in anti-cancer drugs was evaluated. A new 
approach to the treatment of cancer, which was being 
followed at the Indian Cancer Research Centre, was des- 


Medical Education Association Formed 

Inaugurating the Indian Association for Advancement 
of Medical Education, in Hyderabad om December 4, 
1960 the Union Minister for Health, Dr. D. P. Karmarkar, 
made an emphatic plea for multiplying medical and 
health personnel at the lower level and said unless this 
was done ‘“‘we will not be able to serve our country’’. 

Welcoming the formation of the Association, Mr. 
Karmarkar opined that all did not seem to be well 
either with the curriculum or methods of teaching or 
examination in medical education. He would like this 
matter to be inquired into. 

Dr. A. Lakshmanaswamy Mudaliar, Vice-Chancellor 
of Madras University, who has been chosen the first 
President of the newly-formed Association, in his presi- 
dential address said he was glad the Association had 
been sponsored by the Indian Council of Medical Re- 
search as he was of the firm opinion that research and 
medical education should go together. He regretted that 
there had not been the close liaison that should exist 
between the medical institutions of the country and the 
research projects that might be undertaken. Medical 
education and research had not always gone side by 
side in close harmony and to the mutual advantage of 
both. Speaking of the role the Association could play, 
he said there might be some misgivings in some quarters 
that the Association was superfluous as there were other 
statutory bodies recognised for the maintenance of 
standards in medical education. There were, he stressed, 
a variety of topics of great importance and interest 
which at prestnt could not be tackled by any other means. 


Dr. Mudaliar added : It should be realised that unless 
there was an organisation which would, in a sympathetic 
and understanding manner, go into the many problems 
of medical education—under-graduate, post-graduate and 
research—and give its frank opinion in assessing the 
merits of various medical institutions, the mere fact that 
certain statutory bodies recognised these institutions for 
purposes of enrolment of the alumni into the medical 
register would not lead to that level of improvement 
which would entitle India to be recognised as one of 
the great centres of medical education. 


CORRESPONDENCE 
National Formulary of India Corrigenda 


Str,—The National Formulary of India was published 
in May, 1960. Our attention has been drawn to certain 
mistakes in it which have inadvertently crept in. A list 
indicating the corrections is prepared and is now under 
print. Since the printing may take some time it is felt 
that it would be desirable to give immediate publicity 
to the corrigenda list. I am enclosing herewith a copy 
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of the corrigenda list and it will be greatly appreciated 
if the list is published in your Journal. I am etc. 


CORRESPONDENCE 


New Delhi S. K. BorKar 
Drugs Controller (India) 


CORRIGENDA 


Page Line For Read 
85 4 0-75 75 
92 6 0-16 16 mg. 
93 1 from bottom 12 ml. 0-12 ml. 
95 Delete last two 
lines 
96 After line 5 add 
a line Syrup.... 
10 ml. 
97 4 from bottom 130 180 
107 2 from bottom on or 
116 9 0-15 0-25 
119 i 5 6 
122 23 60 100 
122 11 from bottom Delete per ml. 
126 7 Delete chloride 
127 14 niacin niacinamide 
127 14 1000 100 
133 il 50 25 
136 4 0-3 0-03 
137 7 from bottom 0-6 mg. 0-6 g. 
142 4 from bottom 69 0-69 
143. 29 to be followed by: It should be freshly 
prepared 
153 6 from bottom 25 0-5 
155 1 Delete the word ‘compound’ 
155 2 5 1 
162 9 from bottom 1:24 1-25 
162 5 1-3 15 
163 14 After Ammonia add LP. 
163 18 05 0-3 
169 150 160 
174 1 0-5 
175 4 40 60 
178 1 After Cyclizine add Hydrochloride 
178 4 After Cyclizine add Hydrochloride 
182 14 6 4 | 
197 14 from bottom B, B, 


197 1 from bottom Delete Hydrochloride 


198 1 Delete Hydrochloride 

204 9 from bottom 77 76 
205 6 to be followed by: Dose 2 to 4 ml. 

206 11 from bottom 0-06 0-03 
207 6 from bottom 0-06 0-6 
208 5 120 150 
208 9 0-076 0-08 
209 il 0-2 0-02 
211 13 106 166 
242 9 68-5 mg. 68°5 g. 


The National Formulary of India compiled by the 
National Formulary Committee, 1960, Government of 
India, Ministry of Health, New Delhi, was reviewed in 
this Journal (35: 478, 1960).—Ep., J. Indian M. A. 
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REVIEWS 


Lymphocytes and Mast Cells—-By M. A. Kelsall and E. 
D. Crubb; 1959, Balliére, Tindall & Cox Ltd., London, 
6" x9", pp. xvi+399; figs. 31; 64s. 


This monograph is the outcome of extensive review 
of the various ideas and experimental results prevailing 
in connection with some of the important connective 
tissue cells such as the lymphocytes, plasmacytes and 
mast cells. Materials have been collected, to form a 
working hypothesis for these from various fields of bio- 
logical sciences including anatomy, embryology, bio- 
chemistry, cytology, enzymic chemistry, pharmacology, 
medicine, etc. These cells have been collectively termed 
trephocytes because of their primary importance in inter- 
mediary metabolism related to growth, normal and ab- 
normal. Their general and primary function is directly 
related to the metabolism of other fixed cells, by syn- 
thesis, storage and transport of nucleoprotein besides 
specific functions as in the case of mast cells which con- 
trol the passage of nutritive material from capillaries to 
the individual cells by synthesis and release of histamine 
and heparin affecting capillary permeability and reduc- 
ing the viscocity of the collagenous ground substances 
of connective tissues. The book is divided into twelve 
chapters, the first chapter being devoted to genetal 
principles and actions of trophocytes and the last to ih- 
flammation, wound healing and also the effect of starva- 
tion, cortisone, etc., on these cells and their activites. 


The book is packed with valuable information supported 
by excellent references to literature and will be very 
useful to teachers and research workers irrespective of 
their primary fields of interest. 


P. Boss 


Leukaemia : Research and Clinical Practice—By F. G. 
J. Hayhoe, M.a., M.D., (Cantab.), M.R.c.p. (Lond.); 
1960, J. & A. Churchill, Ltd., 104 Gloucester Place, 
London, W.1; 9%”x7%", pp. vii+335; 12 colour 
plates, 196 monochrome illustrations; 80s. net. 


In the preface the author very aptly states ‘“‘the rising 
incidence in leukaemia and its possible relationship to 
background or occupational exposure to ionizing radia- 
tions in this atomic age has brought the disease increas- 
ingly before the public eye.” Leukaemia, as one of the 
most important problem-diseases has still been baffling 
the skill of the pathologist, the haematologist and the 
clinician in general. Dr. Hayhoe has done a remark- 
able service in presenting the current concepts of the 
disease in this book, so conveniently divided into four 
chief sections, satisfying the needs of different workers 
in the field. The chapters on clinical aspects and general 
principles of therapy have been very lucidly dealt with. 
The role of plant derivatives (vinca-leucoblastin) derived 
from Vinca rosea Linn. has not been mentioned in this 
book perhaps due to the fact that the material has not 
yet established its value as an aid to therapy. 

The reviewer fully agrees with the statement of the 
author: “the fact that the present methods of treat- 
ment are purely palliative and do not prolong the life- 


span lends a sharp spur to research efforts in this direc- 
tion”. This book has the stamp of an admirable pro- 
duction and as such is certain to find a place in the 
book-shelf of clinicians, research workers and studetnts. 

G. B. 


Modern Concepts of Thyroid Physiology —Annals of the 
New York Academy of Sciences, Volume 86, Art. 2, 
April 23, 1960; Editor, Otto v. St. Whitelock ; Published 
by the Academy, 2 East 63rd Street, New York 21, 
U.S.A.; 9” x6", pp. 3il. 


It has been a pleasure to see all possible recent work 
in the line of thyroid physiology assembled in this 
volume. 


All the papers are no doubt valuable, but the reviewer 
cannot do without saying a few words about some which 
have specially attracted his interest. In Thyroxin and 
Swelling and Contraction in Mitochondria by Lehninger, 
the author has gathered evidence regarding the role of 
thyroxin in connection with electron transfer system. 
Mention should also be made of Effect of Thyroid 
Hormones on Adrenal Steroid Metabolism by Tomkins 
et al. The authors have helped us through their recent 
work to go ahead in this line of research. The thonght- 
ful discussion with experimental evidence in the back- 
ground of Rose et al in their paper of Regulation of 
T. S. H. Release has added strong support to the sugges- 
tive theory of the role of hypothalamus on the regulation 
of T. S. H. release from the anterior pituitary. Their 
experimental evidence supporting the theory of transport 
of some neurohormone through the hypophysial portal 
system has supplied an extra inspiration to the investi- 
gators in this field. 

S. R. MuKHERJEE 


Chikitsa Jagat (A medical monthly in Bengali)—Edited 
by Dr. A. D. Mukharji, 32nd Anniversary Number on 
Advances in Medicine, October 1960; P 79, New C. I. T. 
Road, Calcutta 14; 9%”x7%4%", pp. 88; Rs. 2-00. 


The Chikitsa Jagat has a record of service to the medi- 
cal profession—it has through the last 31 years of its 
existence created a tradition of consistently catering 
medical literature and disseminating uptodate knowledge 
of scientific medicine particularly amongst doctors prac- 
tising in remote villages. 


This the 32nd anniversary number epitomises in the 
main the progress in different branches of medicine be- 
sides dealing with various aspects of diseases and treat- 
ment maintaining at the same time some of the regular 
features of the publication. The contributions are from 
distinguished practitioners and academicians and the 
articles, rich in materials, cover a wide range. The 
collection in this issue, numbering about 20 items, is an 
eloquent testimony to the enterprise and resourcefulness 
of the journal. There is a stamp of excellence both in 
the presentation and production. The Editor and the 
publisher deserve congratulations for bringing out this 
anniversary number which is certainly worth more 
tham the price at which it is offered. 

S. K. 


: = 

x 

4 

+ 
\ 


SUPPLEMENT 


Journal of the Indian Medical Association 


Vor. 36 No. 1 


CALCUTTA 


January 1, 1961 


BRANCH NOTES 


ARARIA BRANCH —The annual general meeting of 
the branch was held on 17-11-60. Dr. L. M. Kundu pre- 
sided. Twelve members were present. Dr. J. N. Srivas- 
tava gave a talk on Malaria Surveillance. 

ce-bearers for 1960-61 were elected with Dr. L. M. 
Kundu as president; Dr. (Mrs.) L. P. Mukherjee as vice- 
president; Dr. T. N. Saha as hony. secretary; Dr. Md. 
Siddique as asst. secretary; Dr. B. B. Dasgupta as audi- 
tor; Dr. N. Nandi as representative to the Central Coun- 
cil with Dr. S. Rehman as alternate; Dr. N. G. Bhowmick 
as representative to the State Council. 

BAREILLY CH —The following are the office- 
bearers of the branch for 1960-61: President—Dr. C. M. 
Aga; vice-presidents—Dr. A. D. Bhandari and Dr. P. C. 
Bhalla; Secretary—Dr. M. K. Goel; Treasurer—Dr. J. S. 


Garg. j 
BERHAMPORE (GANJAM) BRANCH —A meeting of 
the branch was held on 16-11-60. Twenty-six members 
were present. The meeting by a resolution invited the 
annual conference of the Orissa State branch at Berham- 
pore in the Ist week of May, 1961. Dr. K. Satyanarayana 
Rao spoke on Tetanus and Trends in its Treatment. 

COIMBATORE BRANCH—A monthly meeting of the 
branch was held on 22-11-60. Sixty members were pre- 
sent. Dr. S. Sundareswaran presided. Two new mem- 
bers—Dr. C. R. Subramanian and Dr. T. K. Rithuparnan 
—were introduced to the meeting, Dr. V. Govindan Nair 
delivered a lecture on Modern Conception of Syphilis. 

DANTAN BRANCH —A general meeting was held on 
1-10-60. Dr. R. N. Chakraborty presided. Ten members 
were present. Office-bearers for 1960-61 were elected 
with Dr. K. Dutta as president; Dr. R. Mahapatra as 
vice-president ; Dr. J. Bhowmick as hony. secretary; Dr. 
S. L. Saha as treasurer; Dr. D. Mukherjee and Dr. R. 
N. Chakraborty as members of the Provincial Council. 
It was decided to hold meetings more frequently and to 
arrange a rural medical conference. Cholaemia was dis- 
cussed at the meeting. 

DELHI STATE BRANCH —The Delhi Medical Asso- 
ciation views with alarm and dismay the recent practice 
of the Central and some of the State Health Authorities 
of declaring obvious epidemics of cholera as outbreaks 
of gastro-enteritis. Scientifically this practice is utterly 
wrong, deceives the public and prevents it from taking 
timely precautions. 

Gastro-enteritis is merely a set of symptoms which 
may be due to multiplicity of causes. However, when 
cases with these symptoms occur in an epidemic form 
the cause must be specified to enable health authorities 
to take effective measures to control it. No epidemics of 
this have been known to occur anywhere in the 
world, including our country, due to any infection other 
than that of Cholera vibrio. 

The Union Health Minister addressing the Rajya Sabha 
on August 30, 1960 stated that in U.P. during the week 
ended August 13, 1960, there were 2,933 attacks with 
1,033 deaths. He asserted that all these were not neces- 
sarily cholera cases because Cholera vibrio was not found 
in all the stools. This reasoning is utterly fallacious 


in the face of the fact that a number of cases occurred 
in the same house and some were declared as cholera 
and others as acute gastro-enteritis on the basis of posi- 
tive or negative isolation of Cholera vibrio. 

It is well known that Cholera vibrio is a very un- 
stable organism and its successful isolation depends on 
the competence with which samples of stools and other 
dejecta are collected and examined. Careful investiga- 
tions have shown that though Cholera vibrio can be 
isolated with good laboratory facilities by competent 
workers in as many as 80 per cent cases, yet ordinarily 
Cholera vibrio is isolated in only a small percentage of 
cases when the examination is conducted in a haphazard 
manner by inexperienced workers. 

It must also be remembered that laboratory findings 
are an aid to diagnosis, but they do not replace the 
clinical findings. After all, Cholera vibrio was discovered 
only 76 years ago, but cholera as a clinical entity has 
been recognised since 7th century B.C. as described in 
Sushruta, and epidemics of cholera have been recorded 
in India since that time. Anyhow, from 1877 to 1941, 
even though the system of reporting was none too good, 
there was not a single quinquennial period which was 
free from cholera epidemics which claimed on an average 
as many as 150,000 to 450,000 deaths a year, and no cases 
of this new so-called gastro-enteritis were found. And 
though nothing very effective has been done to eradicate 
cholera yet the precipitate fall in the number of cholera 
attacks and deaths has been reported in recent years 
due to this unjustifiable practice of labelling it as gastro- 
enteritis. 

If it is a fact that a new infection has invaded India 
since we gained our liberation which is claiming such 
high mortality as 1033 deaths out of 2933 attacks in U.P. 
in the week ended August 13, 1960, the responsibility 
rests on the health authorities to investigate and specify 
the nature of the causative agent, devise adequate pre- 
ventive measures and prepare an effective vaccine against 
this new infection. Vaccines are very highly specific; 
to go on giving le cholera vaccine when the infec- 
tion is not cholera is a medical malpractice, an insult 
to people’s intelligence, and deceiving the innocent public 
by submitting it to unnecessary injury. 

The Delhi Medical Association stresses and intelli- 
gence demands that im early cases, even if the cases 
are not typical and the vibrio is not isolated, they should 
still be notified as cholera to alert the health authorities 
and the public so that control measures can be instituted 
and the epidemic prevented from spreading. This is a 
time honoured practice of great value and should not be 
departed from. 

It is now well established that cholera can be eradi- 
cated and has been successfully eradicated in a number 
of countries during the last many decades. Our own 
Government also must stir themselves to carry out effec- 
tive control measures without further delay to eradicate 
cholera, and not indulge in this undesirable game of 
abolishing cholera by giving it a new name. 

The Delhi Medical Association demands that this 
practice of misnaming epidemics of cholera should be 
prohibited by definite administrative orders until the 
existence of some alternative infection is established. 
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The Association expects this administrative action to be 
taken soon. 

BRANCH—tThe annual general meet- 
ing was held on 6-11-60 with Dr. A. Niranjan in the 
chair. Sixty-one members were present. The annual 
report for the last year was adopted. Office-bearers for 
1960-61 were elected with Dr. Niranjan as president; 
Dr. B. K. Sarkar as vice-president; Dr. M. N. Jha as 
hony. secretary and treasurer; Dr. R. M. Chandhury, Dr. 
D. C. Rakhit as joint asst. secretaries; Dr. P. N. Roy 
(alternate—Dr. M. N. Jha); Dr. Golab Jha, Dr. N. 
Mazumdar (Alternates—Dr. K. B. Sahin and Dr. S. 
Hugal) as central council members. Dr. M. N. Jha 
spoke on Artificial Pneumothorax and Pneumoperitoneum. 

HYDERABAD BRANCH—The annual general meet. 
ing of the branch was held on 25-9-60. The following 
office-bearers were elected for 1960-61 : 

President—Dr. V. Gopal Rao; vice-president—Dr. P. 
Manikya Razu; hony. secretary—Dr. R. B. Davare; hony. 
treasurer cum jt. secretary—Dr. M. Y. Mirza; hony. jt. 
secretary—Dr. D. V. Bopardikar; Central Council mem- 
bers—Dr. P. L. Narayan Rao, Dr. Digamber Singh, Dr. 
A. V. Ramamurthy; Provincial Council members—Dr. B. 
K. Naik, Dr. C. Sitaramayya, Dr. H. Syed Ali, Dr. M. 
Vishwanatha Rao and Dr. Digamber Singh. 

Prof. O. L. Wade, Prof. Greenfield and Prof. Pember- 
ton of Belfast University were given a teception on 
14-10-60, under the presidentship of Dr. V. Gopal Rao. 
The reception was followed by a talk on Cardiac Output 
by Prof. O. W. Wade. 

CH—At the annual general meeting 
of the branch the following were elected as office- 
bearers for 1960-61: Dr. Mrs. Sher Singh as presideyt; 
Dr. K. N. Dutt as vice-president; Dr. M. Singh Laitiba 
as hony. secretary; Dr. Jaswant Rai as joint secretary; 
Dr. Sukhdev Singh as provincial representative. 

In a meeting held on 6-11-60 with Dr. Major Shadi 
Ram in the chair, the following cases were shown by 
the secretary and discussed : 

(1) Hyperthyroidism, (2) Myxoedema, (3) Lung Ab- 


scess. 

KOTHAGUDIUM BRANCH —The annual general 
body meeting of the branch was held on 28-10-60. Dr. T. 
C. Ramchandani presided. Eleven members were pre- 
sent. The annual report for 1959-60 was adopted. One 
president and 3 vice-presidents of the Andhra Pradesh 
State Branch were elected. Dr. T. C. Ramchandani was 
re-elected as president and Dr. B. Das re-elected as hony. 
secretary for 1960-61. 

The annual repdrt of the branch for 1959-60 shows 
that there was no appreciable change in membership 
during the year. Altogether 5 meetings were held,.3 
clinical and 2 general body meetings. The clinical meet- 
ings were well attended. 

LUCKNOW BRANCH—The annual report of the 
branch for the year 1959-60 shows a slight decline in 
membership. Five meetings of the Executive Committee, 
2 annual general meetings (one adjourned), one special 
meeting, 11 scientific and business meetings and 1 emer- 
gent general meeting were held during the year. Two 
medical journals, B.M.J. and The Practitioner continued 
to be circulated to the members through a part-time 
peon. Two members were selected for internship and 
proceeded abroad. A symposium on Family Planning 
‘was organised and an exhibition was held during the 
Family Planning Week. Other activities included free 
inoculation against cholera and smallpox, an At Home 
in honour of Dr. C. O. Karunakaran, the President of 


the I.M.A. 

MADURA BRANCH—A monthly meeting of the 
branch was held on 22-11-60. Dr. K. V. Mathai of 
Christian Medical College Hospital gave a lecture on 
Early Recognition of Tumours of the Central Nervous 
System. Dr. K. Ramchandran presided. 

The members of the branch gave a reception to the 
new medical graduates of Madurai Medical College on 
4-9-60. Dr. EB. S. Chellappa presided. Dr. T. V. Siva- 


nandam, president, Madras State Branch addressed the 
new graduates on IMA’s Activities and Achievements. 
Dr. A. Srinivasan of the Government Hospital, Madras 
gave a talk on Diagnostic Problems in Mitral Stenosis. 


NABADWIP BRANCH —The following office-bearers 
have been elected for 1960-61: President—Dr. M. L. 
Kundu; vice-president—Dr. M. Chakrabarty; secretary— 
Dr. N. N. Saha; jt. secretary—Capt. A. K. Nath; repre- 
sentative to the central council—Dr. M. L. Ghosh; re- 
presentatives to the provincial council—Dr. N. N. Saha, 
Dr. S. N. Mukherjee, Dr. S. Banerjee. 


NALGONDA BRANCH—The general body meeting 
of the branch was held on 6-11-60. Dr. D. Tulsi Das 
presided. The secretary read the annual report. Office- 
bearers for 1960-61 were elected with Dr. D. Tulsi Das 
as president ; Dr. J. M. Khan as vice-president; Dr. D. A. 
Mohan Rao as hony. secretary; Dr. M. C. Narsimhulu 
as joint secretary and Dr. V. V. Gopal Rao as treasurer. 
Dr. D. A. Mohan Rao spoke on Colles’ Fracture; Dr. P. 
Kodanda Ramaiah demonstrated a case of Vesical Cal- 
culus. 

SHAHABAD BRANCH —The annual general meeting 
was held at Arrah on 4-11-60 with Dr. V. Shanker in the 
chair. Office-bearers for 1960-61 were elected with Dr. 
V. Shankar as president, Dr. B. P. Lal as secretary, Dr. 
S. P. Mukherjee and Dr. (Capt.) Y. N. Singh as joint 
secretaries, Dr. S. M. Shamin Ahmad as treasurer, Dr. 
K. K. Saran as auditor, representative for the central 
council—Dr. Agarwala, Dr. B. M. Sinha, press secretary 
—Dr. S. P. Mukherjee. 


SHILLONG BRANCH—At the clinical meeting held 
on the 27th October, 1960 at the Khasi Hills Welsh 
Mission Hospital, the following cases were presented by 
Dr. P. A. Shave. 

(1) A case of Ectopia Vesicae in an adult male 
patient, aged 30, treated by bilateral ureterocolic anasto- 
mosis e complications were discussed, including 
Hypokalaemia and Hyperchloraemia, and the rare com- 
lication of Epididymo-orchitis, which is not described 
in the literature; (2) A case of local gigantism of one 
leg in a boy aged 12 years. The diagnosis was dis- 
cussed. The raised skin temperature of the leg, with 
lengthening of the limb below the knee, and an arterio- 
gram suggesting an arterial abnormality supported the 
diagnosis of a congenital arteriovenous fistula. (3) A case 
of osteogenic sarcoma from the iliac bone in a Nepali 
boy, aged 15. An unusual feature of the case was the 
evidence of lymphatic spread to para-aortic and femoral 
glands, while the lung-fields remained clear. It is also 
uncommon for a sarcoma to arise from the ilium. Dr. R. 
A. Hughes then presented the following cases : 

A case of Mycetoma spreading via the lymphatics 
from the foot to the groin, causing gross tissue des- 
truction and multiple sinus formation. The condition 
was not arrested in any way by authorities or fungicidal 
drugs, but finally responded to treatment with iodide by 
mouth and a case of Carcinoma of the Oesophagus (jct. 
middle and lower thirds) treated palliatively by the in- 
sertion of a wide-bore polythene tube, but combined oeso- 
phagoecopy and gastrotomy. (X-ray shown only). This 

d been most successful as a palliative measure, giving 
several months’ relief to the patient. 


SILIGURI BRANCH —The annual getieral meeting of 
the branch was held on 6-11-60 with Dr. T. P. Roy in 
the chair. Office-bearers for 1960-61 were elected with 
Dr. G. C. Ghose as president; Dr. K. N. Chatterjee and 
Dr. A. K. Ghose as vice-presidents; Dr. S. K. Ghose and 
Dr. K. Dey as hony. joint secretaries; Dr. K. Dey as 
hony. treasurer. 

Nine clinical meetings were held in this year, in 
which the following 5 papers were read: (1) Toxaemia 
of Pregnancy by Dr. (Miss) M. Chowdhury, (2) Septic 
Abortion by Dr. B. K. Roy, (3) Vital Statistics by Dr. 
P. C. Chowdhury, (4) Nutrition by Dr. R. Bhattacharjee 
and several case notes by Drs. A. K. Nandy, N. M. 
Lahiri, S. K. Ghose. 
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A broad range vaginal antiseptic 


TRIKOCID OVULES 


Offers prompt control and complete cure of cases 
of Vaginitis, Pyogenic organisms, trichomonas and 
thrush. 


Each ovule contains : 
Sulphanilamide 
N, N’ dehydrozymethy! carbamide 
lodochiorhydroxyqui 
Pyridine-mercuric-chloride 
Urea 10 mg., Alum 10 mg, and 
Tannic acid 50 mg. 


Broadest spectrum in dysenteries 


ENTOZINE 
with 
Chloroquine 


Each Tablet contains : 


Chloroquine Diphosphate 
Sulphadiazine 
Sulphaguanidine 


Mfd. in India by: 
HIND CHEMICALS LTD., KANPUR, 


NAVARATNA 


SPASMO PERTUSOL 


A well balanced combination of proved Indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 
( Diphenin and Ortho-methoxy-phenoxy-propandiol ) 
Very palatable and free from untoward reactions. 
Not habit forming. 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 

SPASMS, CONTROLS COUGH & COLD SPECIALLY 

INDICATED IN WHOOPING COUGH AND ALL 

OTHER AFFECTIONS OF THE UPPER RESPIRA- 
TORY TRACT. 


NAVARATNA 
PHARMACEUTICAL LABORATORIES 


P.O. Box No. 13, Cochin-2. 


Outstanding Publications of Recent Drug Action 
Modern Pharmacology & Therapeutic Guide 
with Supplement (1960) of Latest Drug Informations 
By Rai Dr. A. R. Majumdar Bahadur, Prof. of Clinical 
Medicine, Medical College, Calcutta Retired. 
Tenth Edition, Demy 1002 nd 61 diagrams. 

Price Rupees only. Postage Extra. 

This has introduced drugs "vecuntty incorporated 
in B.P. and U.S.P. also indigencus and Extra-pharma- 
copoeial Drugs with Compact yet Comprehensive in- 
formations on Drugs Action and practical” applications 
in Practice. 

Supplement incorporates about 300 Drugs newly 
in U.S.P., B.P. ('58), B.P.C. and by 
Drug ~ [_emeneeniate considered essential for Clinical 
Practice Price, Rs. 2.50 plus postage. 


SCIENTIFIC PUBLICATION CONCERN, 


9, Wellington Square. Caicutta-13. a‘ 


ADEMIN COMPOUND 
AN EFFECTIVE LUNG TONIC 


Contains : 


‘All the Vitamins A. B. C. D. together with 
Thiocol, Hypo-phosphites, Glycerophos, in 
a palatable base. 


Available also with Creosote 
Details from : — 
Calcutta National Chemical Industries 


Private Limited 
21, Bhattacharyapara Lane, Calcutta-36 
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“Ry 
100 mg. 
A +++ 100 mg. 
eee 10 mg. 
lodochloroxyquinoline eee 
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++ 0.162 gm. 
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aise?” 


in articular affections 


fj 


the well-tolerated steroid 
of high potency confirmed 
by world-wide clinical 
evidence 


Sole Distributors: 
RANBAXY & COMPANY PRIVATE LTD. 
P. 0. Box No. 104, New Deihi 


Branches: 
Bombay, Calcutta, Madras, Delhi & Kanpur. 


predniscne Lepetit 
2.5 mg and 5 mg tablets 


The maintenance of blood cal- 
cium levels and the building up 
of the bone system depends 
upon the efficient absorption of 
calcium. 
COLLO-CAL-D, oral or injec- 
tion, supplies calcium and Vita- 
min D — the latter being essential 
for the absorption and utilization 
of calcium. 
Oral: 0.85% colloidal cal- 
cium oleate with 250 
i.u. Vitamin D per 
teaspoonful, in 4 oz. 
(112 ml.) and 20 oz. 
(560 ml.) bottles. 
Injection: 0.85%, colloidal cal- 
cium oleate with 5,000 
i.u. Vitamin D per mi. 
in boxes of 6x1 ml. 1, 
ampoules and 15 ml. 
vials. 
COLLO-CAL-D is also available 
in combination with Vitamin Bi2. 
The Oral contains 7.5 microgram- 


each ml. 
THE CROOKES LABORATORIES LIMITED rat sa ml. bottles. 
(Incorporated in England. The Liability of Members is Limited) Injection —15 ml. vials. ‘ 


COURT HOUSE, CARNAC ROAD, BOMBAY-2 


2S 

i 


January 1, 1961 J. I. M. A. Advertiser Xxxv 


IN THE Each tablet contains : 


Dexamphetamine Sulphate B.P. 3 mg 


MIDST OF j Amylobarbitone B.P. 30 mg 
Rauwolfia Alkaloids 2 mg 
LIFE’S STORMS 


The safe daytime sedative with no effect 


PE A | on mental alertness or danger of barbi- 
CE +. turate intoxication. 


RUSERPOL 


FORTE 


SMITH STANISTREET & CO., LTD. 
Head office, Factory and Laboratories : 18, Convent Road, Calcutta- 14 
PSST 64 
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MILESTONE IN 
DERMATOLOGY 


GRISOVIN 


0 a treatment for fungal infections 


of skin, hair and nails 


THE 


GRISEOFULVIN is a Glaxo research development. In extensive 
trials conducted in Britain, the USA and Austria, griseofulvin, 
given by mouth, has demonstrated quite remarkable and consis- 
tent activity against dermatophyte infections of the skin, hair 
and nails. Infections even of many years’ duration have made a 
striking response to this unique substance. 


“A new era in the therapy of many of the common mycotic infections 
of the human skin, hair and nails may be at hand with the discovery of . 
the almost unbelievable therapeutic effectiveness of the oral antibiotic, 
griseofulvin.” 


Milestones in Dermatology XXXIX Griseofulvin. An Oral Antibiotic for 
the treatment of Many Common fe 9 Infections of the Skin, Hair 
and Nails. Excerpta Medica, 1959, 13 (Section XIll) 145. 


Each Tablet contains 
250 mg. griseofulvin. 


In foil packs of 50. 


TABLETS 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. 
Bombay e Calcutta Madras © New Dethi 
Depots: Gouhoti * Vijayawada * Srinogor 


GRISOVIN 1s MARK 
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AVAILABLE IMMEDIATELY 


A LONG-ESTABLISHED X-RAY CLINIC/PRACTICE IN 
BENARES. WILL SUIT A SPECIALIST AND A RARE 
OPPORTUNITY. TERMS EASY. 


PLEASE CORRESPOND WITH 
Dr. S. Lahiri, D 47/178 Ramapura, Varanasi 1, U.P. 


11TH T. B. SEAL SALE CAMPAIGN 
Commences on Oct 2, 60 @ Closes on Jan 26, ’61 


nen 


The demand of Tuberculosis on the conscience of the 
community to open out their purse-strings is incessant. 
YOU, as the unit of our people, can do a worid of 
good to the poor sufferers from T.B. in West Bengal. 
Kindly, buy at least one 10-nP Seal and join the all-out 
crusade against the disease. 
DOCTOR! 
Your much valued initiative in the pious cause will 
influence your clientele to buy. 


BENGAL TUBE © L SIS ASSOCIATION 
Plot - 21 Scheme Road, Calcutta 14, 


HEALTH’S 


VINO-COD 


with Creosote and Guaiacol. 
A Palatable Vitalising Tonic 


Contains the following groups 
of constituents : 


Vitamins A & D. 

® Proteolysed Liver, Spleen & Meat with 
essential Amino-acids & Nutrients 

®@ Vitamin B. Complex 

® Essential Minerals - 

® Tinct. Nux Vom. & Grapewine 


@ Guaiacol & Creosote. 
Indicated in: Malnutrition, Stunted growth, 
occasional Respiratory Ailments, Convalescence, 
Pregnancy & Lactation etc. 


_ Packings : 225 & 450 ml. Phials. 


INDIAN HEALTH INSTITUTE & LABORATORY LTO 


1, WEALTH INSTITUTE ROAD. CALCUTTA 28 


WHEN YOU DEAL 
EVERY DAY 


WITH PATIENTS 
REQUIRING 
ANTIBACTERIAL 
THERAPY 

iT IS WISE TO 
RELY ON 


‘PENITRIAD’ 


TRISULPHONAMIDE PENICILLIN VK 


‘SULPHATRIAD’ 


COMPOUND SULPHONAMIDES 


_ Detailed information is available om request 


MOS BRAND MEDICAL PRODUCTS 


ar 


MAY & BAKER LTD 


MAY & BAKER GNDIA) PRIVATE LTO GOMBAY CALCUTTA GAWKAT) MADRAS MEW 
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Each oz. contains: 
Diphenhydramine 
Hydrochloride 80 mg. 
Papaverine Hydro- 
chloride 40 mg. 
Aqueous Ext. Vasaka3.75 mi. 
Sodium Citrate 0.34. G. 
Menthol 6 mg. 
Chloroform 0.133 mi. 


4 


Each tablet contains: 
Ephedrine 32 mg. 
Caffeine Citrus 32 mg. 
Phenobarbitone 32 mg. 
Aminophyiline 97 mg. 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bipin Behari Ganguly Street, Calcutta - 12. 
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